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1. Executive summary

This project aimed to strengthen the health sector response to Intimate partner violence (IPV) in
Sri Lanka through collaborative, interdisciplinary partnerships, knowledge building and
sharing, and policy change. Various knowledge generating activities we undertook further
confirmed that IPV is a serious health issue that disproportionately affects some groups of
women than others in Sri Lanka. We identified service integration models in use in Sri Lanka
and highlighted the important, yet unrecognized, role played by non-governmental sectors
which can be leveraged for a multi-level, multi-sectoral response. We also identified gaps in
human resources, healthcare provider capacity, and tools to address IPV in Sri Lanka, and our
findings highlighted the particularly urgent needs in post-conflict areas. Through integrated
knowledge translation activities we strengthened existing partnerships while building new
connections with stakeholders in Sri Lanka and Canada to promote evidence uptake for IPV-
related research, practice and policy making in Sri Lanka. Consensus built through these
activities helped bring policy makers together to set priorities for action beyond the health
sector for solutions to address IPV. One of the key advances made through this project is
building relationships with non-health sectors for future work, particularly in post-conflict areas
in Sri Lanka, to explore ways of engaging and working with men using a multi-sectoral
approach. The lessons learned through this collaborative project are most significant at this
time as a national multisector action plan to address IPV is being drafted in Sri Lanka.

2. The research problem

Previous research pointed to high prevalence rates of IPV in Sri Lanka (ranging from 20-72%).
However, IPV-related care and services were reported to be limited and overlooked within the
health sector. There were considerable knowledge gaps about women’s responses to IPV, and
health professionals’ engagement in IPV-related care. These were key limitations to developing
culturally competent, context-specific strategies for improving health care professionals’
response towards women who are experiencing IPV in Sri Lanka.

The overall goal of the project was to strengthen the health sector’s response to IPV in Sri
Lanka through collaborative, interdisciplinary, Canada-Sri Lanka research partnerships,
knowledge-building and sharing, and policy change.

The project aimed to achieve this goal by developing new knowledge about 1) community-
specific perceptions and responses to IPV among Sri Lankan women from different ethnic
groups and of their attempts to seek recourse from abuse, 2) health care professionals’
perceptions and responses to IPV.

Through various knowledge generating and sharing activities, the project identified barriers to
developing a coordinated response to IPV in Sri Lanka, and provided the research evidence
needed to support strategic policy and programming efforts. Further, through these activities we
strengthened existing networks and built new collaborative partnerships, locally and
internationally, that went beyond the health sector and the mainstream government agencies to
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engage with community-based governmental and non-governmental agencies working at the
grass-root level in urban, rural, and previously conflict-affected areas in Sri Lanka. The new
knowledge gained and partnerships built helped determine the nature of support needed for
practice and policy changes that would improve IPV care and services in Sri Lanka . Some of
the recent changes in health sector approaches to addressing IPV in Sri Lanka are shaped by the
knowledge and relationships built through this project; some of which will continue to evolve
with time beyond this project’s funding period.

The project’s contribution to knowledge includes the following:

From a research perspective, the project helped to clearly identify the knowledge gaps
related to this topic in the Sri Lankan context, thus, inform the direction of further IPV-
related research in Sri Lanka.

It has contributed to capacity building among experienced and novice researchers in Sri
Lanka and Canada to both independently and collaboratively move forward in pursing
research in similar areas of work.

From a development perspective, the project underscores the need for better health
skills, tools, and resources for health care professionals in Sri Lanka, and calls attention
to the urgent infrastructure and human resource gaps in post-conflict areas in Sri Lanka.

From a policy perspective this work primarily calls for a better alignment of the health
ministry’s mandate in [PV-related policymaking with the Violence against Women
framework under the Ministry of Women’s Affairs and Child Development.



3. Progress towards milestones

Milestone

Progress

Evidence

Activity 1 — Review of
literature

Achieved as planned.

This includes; 1) a comprehensive synthesis of literature in
Sri Lanka, 2) a summary of best practice guidelines in
Canada, and 3) a summary of expert opinions from personnel
in Sri Lanka and Canada.

The knowledge generated about existing research, resources,
and services was widely disseminated via various platforms
including a website, newsletters, research reports, open-
access journals, conferences, and symposia which are
accessible to other researchers, students, community
partners, service providers, and policymakers in both
countries.

Please see Section 6 for a complete list of
outputs.

They are also listed on the project website
www.addressingipvsrilanka.ca

Activity 2 — Research

projects

e Interviews with
women

e Interviews with
healthcare
professionals

Field work was completed for 6 sub-studies

The first 3 of studies involved individual interviews with 60
women from 3 ethnic groups in Sri Lanka who had
experienced IPV.

Data collection and preliminary analysis are complete.
Further thematic analysis is being carried out.

The second set of 3 studies focused on healthcare
professionals’ (nurses, midwives, and doctors) perceptions
and attitudes towards IPV-related services.

Five publications that are in preparation based
on these studies. The publications will focus on
women’s experiences and responses to [PV
across common and diverse contexts (ethnic
groups, post-conflict area); variations in
women’s pathways to seeking recourse; the role
of other agencies in shaping Sri Lankan
women’s response to IPV; engaging men in
addressing IPV; children who witness violence
in the private and public sphere in Sri Lanka.
An abstract using preliminary data from these
studies has been submitted (Please see Section 6
for details).

The results will be published as four referred
journal articles. Each paper will broadly focus on
nurses, midwives, and doctors’ experiences,
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In addition to completing 12 individual interviews, we have
gathered survey responses from 355 doctors, nurses, and
midwives working in hospitals and community health centers
in the Western, Southern, Northern, and Eastern provinces in
Sri Lanka (80% response rate based on the 440 proposed
sample). Data entry and cleaning is being carried out. Data
analysis is delayed because the data collection commenced
later than originally envisaged. The long time taken to obtain
ethics and administrative approvals from relevant institutions
in addition to the approval taken for previous studies, to
develop, validate, and pilot test data collection instruments,
and then to train data collectors and conduct the data
collection, affected the timeline for data analysis.

A comprehensive data analysis will be completed in due
course and the results will be disseminated as scholarly
articles, lay summaries, infographics, etc. Results from the
pilot study was shared with the stakeholders.

This study is the largest healthcare professionals’ survey
about IPV-related care in Sri Lanka and the findings will be
useful to highlight some of the urgent resource and training
needs to the Ministry of Health and other relevant training
institutions in Sri Lanka.

In addition to the above, 5 key informant interviews was
conducted with services providers and researchers in Canada
to consolidate findings from an environmental scan of
policies/frameworks in four provinces in Canada (Ontario,
Alberta, British Columbia, and Nova Scotia). Identifying
best practices in the Canadian context proved to be
challenging and time consuming due to lack of an
overarching policy framework, and the service providers’
lack of awareness about provincial frameworks.

preparedness and training needs, and attitudes
towards IPV related services in four provinces in
Sri Lanka.

Some of variables considered are number of
women experiencing IPV seen by healthcare
professionals, type of services provided,
location, percentage followed up/referred and
nature of care provided.

The nature, frequency, duration of IPV-related
training received by healthcare professionals and
details about the trainer/institution, competency,
adequacy of training.

Some of the results from this work has been
presented or submitted as abstracts (please see
Section 6 for details), and a manuscript based on
this work is under preparation.
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Activity 3 — National
forums

Completed as planned.

One the largest national forums on IPV was held at the
Bandaranaike Memorial International Conference Hall in
Colombo, on October 13, 2015 with the participation of
more than 80 stakeholders from the Ministry of Health,
Ministry of Social Services, NGOs, Police, Universities, UN
organizations, and independent research institutions from
different locations in Sri Lanka.

In addition to the presentation of key findings from literature
reviews and preliminary field work, a penal of speakers
including the president of the SLMA, the national level
policy representative from the Ministry of Health (the gender
focal point), the executive director of the leading NGO
(Women in Need), an international violence against women
researcher/regional UNFPA representative, as well as a
regional expert from the Tata Institute of Social Sciences,
India, shared their own experiences related to research,
advocacy, and evidence uptake.

The forum participants divided themselves in 4 groups to
discuss 4 areas: challenges faced by healthcare workers in
providing IPV-related care; challenges faced by NGOs,
social services, and others; challenges in post-conflict areas;
and challenges in advocating for and implementation of
preventive programs in Sri Lanka. The summary of the
group discussions were presented to the large forum and the
key points were summarized in a report to be shared with
policy makers.

Please see Annex for a copy of the forum
proceedings.
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Activity 4 — Policy
dialogue

Completed as planned

Two half-day forums were held on October 13, 2015 and
December 16, 2015 in Colombo to engage key policy makers
including representatives from the Ministry of Health, Sri
Lanka Medical Association, Ministry of Social Services,
Universities, NGOs (Women In Need, Zonta Club,
Community Concern, Sarvodaya), UN Agencies, WHO,
independent research institutions, and public health and
mental health specialists in Sri Lanka.

Although one policy maker meeting was proposed, holding 2
separate meeting at different stages of the project helped on-
going engagement with policy makers. The first meeting
provided an opportunity to share key project findings and
stakeholder views gathered during the national forum to
identify key practice and policy problems, and the nature of
support needed to address these problems.

The second meeting specifically focused on discussing the
way forward, in terms of the support needed and the project
role in the multi-sectoral policy framework and action plan
being proposed and drafted to address IPV in Sri Lanka.

A summary report of the national forum
proceedings was shared with policy makers.

Policy briefs highlighting key policy problems,
options to address the problems (in terms of a
multisector response), and considerations related
to its implementation, is being developed in
consultation with a small group of key
stakeholders.

Activity 5 — Toronto
Forum

Completed as planned.

A meeting was held on January 20, 2016, at Ryerson
University, Toronto with the participation of research team
members (Vathsala Jayasuriya, llene Hyman, Robin Mason,
Karline Wilson-Mitchel), Sri Lankan collaborators (Dr.
Nalika Gunawardena, SLMA and Sujatha Senevirathne the
University of Sri Jayewardenepura); Firdhosi Mehta, former
WHO country lead in Sri Lanka, and Rajini Tarcicius from

A summary document outlining policy
frameworks in 4 provinces was shared with the
attendees (Please see Annex for a copy of the
summary).
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Jane Finch Community and Family Centre in Toronto.

The forum provided an opportunity to share learnings from
both Sri Lankan and Canadian contexts and to explore
further IPV-related research in low-middle income countries
and among immigrant women in Canada.

Following this forum, the Canadian and Sri Lankan
Collaborators’ submitted a joint proposal to hold a
knowledge sharing event with the Sri Lanka Medical
Association, which is planned to be held in October 2016 as
part of their annual academic sessions.




4. Synthesis of research results and development outcomes

1) Identify current gaps in knowledge, skills, and resources, as well as best practices/innovative
initiatives to address/prevent IPV in healthcare delivery in SL

A comprehensive synthesis of literature and gathering expert opinions about existing research,
resources, and services helped to consolidate research-based evidence over the last 35 years
about IPV in Sri Lanka and to identify gaps in knowledge, skills, and resources to inform future
research as well as practice and policy changes.

IPV prevalence rates in Sri Lanka are based on studies from a few provinces and
experiences of legally married women. The nature and extent of the problem in diverse
geographical settings and among women in cohabiting/dating relationships are not known.
Individual, family, and societal risk factors for IPV have been studied, but their complex
relationships have not been comprehensively investigated, particularly in the context of the
post-conflict situation in the country.

Health consequences of IPV have been reported, with particular attention to women’s
physical health effects. Mental health consequences of IPV are not well known.

There is also evidence that women experiencing IPV do not disclose it and/or recourse for
IPV in Sri Lanka. Those who seek help primarily turn to their family, friends, neighbors,
and community members such as religious leaders. Few women seek help from hospitals,
police, and agencies providing IPV-related services. Most reports do not lead to legal action
against their abuser.

There is a lack of published up-to-date work and grey literature about the current health-
sector response to IPV in Sri Lanka. In Sri Lanka, as is the case in many other countries,
health sector response to IPV has been slow, limited to a few centers (i.e. Gender Based
Violence (GBV) desks and Mithuru Piyasa service points.

GBYV desks utilize an NGO-led approach that rely on community resources without much
dependence on government resources. Mithuru Piyasa, in contrast, is a government-led
initiative which is being scaled up to the national-level (in essence, replacing the GBV
desks).

In moving forward from an NGO-led model to a government-led service, opportunities for
building on the existing partnerships with NGOs have not been fully utilized. NGOs that
continue to provide vital, out-of-hospital services to Mithuru Piyasa service points, they
lack necessary program and policy supports to continue their work.

A review of studies evaluating programs and interventions that engage men in addressing
and/or preventing IPV in the global context over the last 20 years revealed several gaps in
knowledge. Engaging men in behavior change is complex, and there is a lack of evidence
about effective ways of engaging men from diverse backgrounds and in countries like Sri
Lanka and Canada.

2) Strengthen existing research networks and build sustainable, mutually-beneficial,
collaborative relationships with community, academic, and policymaker partners at different
levels in SL and Canada.
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e The collaborative approach in knowledge generating and sharing was mutually beneficial in
a number of ways. For example, Sri Lankan partners provided access to unpublished
material, connected the Canadian team with additional relevant/key stakeholders especially
beyond the health sector, and helped to contextualize the findings in light of the changing
social and political situation in the country.

e The Sri Lanka Medical Association (SLMA) served as a strategic local partner for the
national forum that was held in Colombo Sri Lanka that was attended by more than 80
stakeholders representing various sectors. In particular, the SLMA’s women’s health
committee has been addressing health care response to IPV for many years, and as such, its
chairperson’s role as collaborator was highly significant in the local context. The national
level highest policy representative from the Ministry of Health (the gender focal point),
medical practitioners, women- and children-focused NGOs, multidisciplinary academics,
and representatives from WHO, the police, legal aid, NGOs providing IPV-related services,
social services, and community agencies attended the forum and helped to identify key
issues and set priorities for research and action. Practice and policy gaps in terms of
women’s access to services, lack of services in post-conflict areas, and challenges to
engaging and working with men were highlighted.

e Attendees valued the opportunity to meet stakeholders from different sectors, and provinces
within the country, as well as an opportunity to hear from and network with regional (i.e
South Asian), Canadian, and other international experts on the topic.

e Providing simultaneous translations in 3 languages (Sinhala, Tamil, and English) made is
possible for participants from different parts of Sri Lanka to fully engage in the proceedings
and the discussions in their language of choice.

e This forum created awareness about the project at the national level and ensured
stakeholder and policy maker buy-in and support in subsequent meetings.

3) Generate new knowledge that can inform practice and policy changes to improve care and
services to women experiencing IPV in SL.

To generate new knowledge, we planned two sets of studies to address the following research
questions: 1) What are the pathways through which Sinhalese/Tamil/ Muslim women in
different geographical settings in SL seek recourse from IPV?, 2) What are the perceptions of
and responses to IPV among nurses/midwives/doctors in Sri Lanka (vis-a-vis their gender
sensitivity, attitudes towards screening, risk assessment, counseling, record-keeping, and
networking with regards to IPV services)?

The first 3 studies involved individual interviews with 60 Sinhalese, Tamil, and Muslim
women with experience of IPV from the Western, Southern, Northern, and Eastern provinces in
Sri Lanka.

e Preliminary findings from these interviews showed the diverse experiences of IPV for
women in different areas. Women’s experiences of and response to IPV were both similar
and heterogeneous within their specific social cultural, religious, and ethnic contexts. For
example, a general societal impunity to violence increased women’s vulnerability to [PV
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across the country, however, in post-conflict areas, fear of ethno-centric community
violence also entrapped women in abusive relationships.

e The intersectionality perspective that guided this work helped revealed how gender, class,
ethnicity, and culture, intersect to create a disproportionately higher risk of IPV for some
women than others. Emerging results were presented to policy makers in Sri Lanka and
provided useful insights into how this knowledge can be used to set priorities for action as
set out in objective 4.

The second set of studies involved interviews with healthcare professionals about their
perceptions and attitudes towards IPV-related services in healthcare institutions and the
community. This study among 400 participants is the largest survey about healthcare provider
attitudes and perspectives about IPV-related care in Sri Lanka, to date.

e Preliminary findings show that doctors, nurses, and midwives’ they lack of confidence,
resources, and tools to provide IPV-related services to women. Short-term training
programs they feel do not prepare them adequately to deal with the complexities of IPV
experiences.

e Applying an ecological framework to the analysis shows that the current health sector is
based on an individual approach to providing care, without addressing the meso and macro
level determinants of IPV. Preliminary findings from this study were shared at the large
national forum held in Colombo which was attended by officials from the Ministry of
Health to highlight some of the urgent resource and training needs in Sri Lanka.

4) Determine the nature of and support for policy changes that would improve IPV care and
services in Sri Lanka.

This objective was achieved through a number of inter-connected and related activities. In
addition to the knowledge gathering, synthesis, and sharing at the large national forum, holding
2 meetings with more than 25 key policy makers provided opportunities to discuss key practice
and policy problems, and seek options to address these problems. The second forum
specifically focused on the way forward, in terms of the nature of support needed in support of
a multisector response.

5) Advance the health sector’s response to IPV in Canada

Key informant interviews with services providers, researcher scientists, and academics in
Canada, an environmental scan of policies, frameworks, guidelines, and practices with regards
to IPV-related services in four provinces in Canada (Ontario, Alberta, British Columbia, and
Nova Scotia) revealed significant knowledge and policy gaps.

e The response to IPV in Canada appears uncoordinated. National and provincial Action
Plans (where they exist) outline the need for uniform definitions and standard protocols
for providing services to women experiencing IPV. However, there is a lack of
congruency between the community/institutional level actions and the principals of
practice outlined in the Action plans.
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Interviews with frontline workers who provide services to the Tamil community in the GTA
showed that:

¢ Newcomer immigrant women’s access to healthcare is often limited, due to individual
and systemic barriers to accessing formal healthcare services.

e Tamil immigrant women are more likely to seek support from informal networks and
Tamil community agencies than from formal health services when experiencing IPV.

e Increasing outreach capacity (using ethno-specific and mainstream media) and helping
frontline agencies to create community spaces for newcomer women could help them
gain access and benefit from formal healthcare services.

One of the significant findings is related to our understanding about the nature of support
needed and provided to women experiencing IPV in the context of restrictive conditions.
Women'’s perceived needs were related to helping the men overcome conditions that result in
violence (such as providing services to overcome alcohol and drug abuse, addressing
psychosocial health needs in post-conflict, etc). The health sector role was oriented towards
helping women to ‘deal’ with the consequences of abuse as conceptualized from a biomedical/
‘curative’ model. Evidence of effective interventions that engage and work with men to address
IPV, which could be useful to address this discordance in needs and responses, appeared to be a
significant knowledge gap. A critical review of available evidence about interventions that
engage men from low-middle income was conspicuous in its absence in the global literature.

Research impact

There has been significant knowledge uptake from this work, although the direct impact is too
early to notice, and likely to continue beyond the short term of the protect funding.

The project website was recognized as an important collection of resources about IPV-related
services and publications in Sri Lanka on social media by local advocates and service
providers.

Publications in the WHO-South East Asia journal of public health, and the Ceylon Medical
journal were recognized as significant scholarly contributions by local and regional researchers
with some results being tweeted by UN women Asia.

Members of other research groups and networks have shown a keen interest in forthcoming
publications and recommendations from the national forums and stakeholder meetings.
International violence against women researchers have shown a particular interest in our
findings related to engaging and working with men, and best practices in the Canadian context.

Ethics issues

Ethical issues related to field work was navigated effectively through careful planning, detailed
protocols, and safety measures put in place. Based on our previous research experience, we
were aware that in this setting, some women are resistance and reluctant to put their signature
on documents, without the consent of the men (who are considered the head of the household).
This can post a problem if we were to require a signature on the consent form, especially in this
study of I[PV, where women’s involvement needed to be concealed from the men. Therefore,
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ethics review committees allowed the research assistants to confirm participants consent (once
it is given) by signing the form on behalf of the women.

Potential uptake of project results within 3 years of the end of the project.

The survey among healthcare professionals has the potential to inform and support similar
studies in Sri Lanka and the South Asia region, to highlight some of the issues related to gender
sensitivity, attitudes, and perceptions towards IPV-related service provision within the social,
cultural and political contexts. The finding from this study will inform the nationwide training
program aimed at capacity building of healthcare staff. The national-level coordinator who
attended the national forum will receive key recommendations based on the results of this
research. Overall, the project has the potential to be cited as a successful, mutually-beneficial
north-south research collaboration.

5. Methodology

The studies used mixed-methods including informal interviews, group discussions, one-on-one
interviews, and surveys. Sixty women who had experiences of IPV and 355 doctors, nurses
and midwives working in hospitals and public health units (Medical Officer of Health units —
MOH) in the Western, Southern, Eastern and Northern provinces of Sri Lanka participated the
2 sets of studies.

Semi-structured interview guides and a self-administered survey forms were used to gather
data. Development of study instruments was guided by informal interviews and early data
collection. A panel of local experts including an experienced senior health researcher,
sociologist, a psychiatrist, a nurse, and a midwife independently reviewed the relevance of the
survey questions to the local context.

The data collection and analysis were done simultaneously so that early findings could inform
and guide the subsequent interviews. Data analysis was guided by the intersectionality
perspective and an ecological framework. The ecological framework helped clarify how
individual health is influenced by micro (family), meso (community), and macro (societal)
systems. These theoretical lenses revealed that the current health sector response to IPV is
contextualized as individual experiences, and as a result, failed to provide an integrated,
collaborative effort that is supported by a range of stakeholders within and beyond the health
sector.

Qualitative data were transcribed verbatim and in the spoken language, and coded using
inductive thematic analysis method. Measures to improve trustworthiness of results, including
member checks within interviews and between interviews, participant feedback on emergent
findings, and agreement between coding among researchers, etc., was used.

Quantitative data were entered, random checks done for accuracy, and analyzed using SPSS
(version 32).
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Qualitative methods of research are not commonly used in health care settings in Sri Lanka,
and some of the challenges to knowledge uptake could be related to lack of awareness about the
methods. For example, some of the hospital administrators are more familiar with survey
methods than in-depth interviews, and as a result are more likely to receive the findings from
surveys as more useful for hospital practice. However, during local knowledge sharing events,
stakeholders recognized the usefulness of narratives and rich qualitative data in highlighting
women’s experiences and responses to IPV.

Also the project helped to build capacity among local researchers and graduate student research
assistants in qualitative research methods as well as provided opportunities to disseminate this
work among their peers. Many of them are encouraged to use qualitative methods in their own
areas of work related to IPV.



6. Project Outputs

Outputs planned

Completed

Expected

A comprehensive synthesis of
literature in SL, a summary of
literature and best practice
guidelines in Canada, and a
summary of expert opinions from
personnel in SL and Canada on
current gaps in knowledge, skills,
and resources in SL

The review of existing research, resources, and services, and
some of the early findings from the studies were widely
disseminated via various platforms including a website,
newsletters, research reports, open-access journals,
conferences, and symposia which are accessible to other
researchers, students, community partners, service providers,
and policymakers in both countries.

One of the key knowledge gaps
is related to interventions that
engage men in addressing IPV.
A critical review of available
research of interventions that
engage men has been
completed, some of the results
have been presented at
conferences, and a manuscript
based on this work is under
preparation.

A website for information
generated by the project that
aggregates data on existing
research, resources, and services
within the country

The project website www.addressingipvsrilanka.ca
provides details about:

* Services available in Sri Lanka with a map of Sri Lanka
showing the location of services

* National policy documents, conventions, regulations, and
laws

* Country reports

* Link to journal articles

To be regularly updated

Symposium proceedings posted on
our website to ensure wider access

See www.addressingipvsrilanka.ca

Proceedings of the national forum was posted on the project
website to ensure wider access, improve awareness of the
project, and help gain community support.

Plain language summaries of the
project findings in Sinhalese,
Tamil, and English and made
available on our website

Creating plain language summaries of the project findings in
local languages Sinhalese and Tamil helped share knowledge
with nurses and midwives in newsletters and via the website.

Research findings to be
presented as infographics and
lay summaries in all 3
languages
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Research reports and publications
in open-access journals (providing
opportunities for student co-
authorship and ensuring wider
access to LMIC

Findings were published in peer-reviewed open accessed
journals relevant to and accessible to healthcare
providers/healthcare sector in South Asia (South East-Asian
Journal of Public Health, the Ceylon Medical Journal, which
is the the only indexed, peer-reviewed, open-accessed journal
in Sri Lanka, and the Journal of the College of Community
Physicians of Sri Lanka, the official publication of the
foremost professional body of public health practitioners in
Sri Lanka.

Research reports, and journal
articles are being developed

using data from the research

projects

Presentations at SL, Canadian, and
international forums (with co-
authorship opportunities for
students, new/emerging researchers,
and healthcare practitioners
engaging in our research projects in
SL

Peer-reviewed and invited presentations in Sri Lanka and
Canada provided opportunities to disseminate findings to
different audiences, and for the project collaborators, and
research assistants in Sri Lanka and Canada to become co-
authors.

Students, new/emerging researchers, and healthcare
practitioners engaged in similar research projects in Sri Lanka
were invited to present their work at the national knowledge
sharing forum to create opportunities for others to disseminate
their work and identify common areas for further
collaborative work.

More than 12 research assistants (RAS) in Sri Lanka and
Canada have received training in research methods, data
collection, research ethics, data analysis, and report writing
during their involvement in project work.

Research assistants were given opportunities to present their
work at the large national forum held in Sri Lanka.

See Section 6 for a list of presentations

Further opportunities to present
research and co-author work
will be available from the
research data.
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A book highlighting project
findings, methodologies, processes
implemented, and the health sector
response to IPV

An edited book highlighting project findings, methodologies,
processes implemented is being commissioned to be
published in Sri Lanka. Sri Lankan collaborative partners,
health and social science scholars, service providers, and
community leaders were invited to submit book chapters
reflecting on the social, political, legal, and health dimensions
of IPV in the Sri Lankan context.

Although this was proposed to
be completed in the first year,
this is more useful as an end-of-
project reflection capturing the
lessons learnt, as well as the
perspectives of various
stakeholders who have been
part of this project.

Best-practice guidelines and policy

briefs

Information about best practices in the Canadian context has
been presented at conferences and a manuscript based on this
work is under preparation.

Proceedings of the national forum was published and
distributed among policy makers.

A summary of best-practice
guidelines and policy briefs is
being developed in
collaboration with key
stakeholders in Sri Lanka and
Canada.




Details of outputs

Manuscripts (published):

Guruge, S., Jayasuriya-lllesinghe, V., & Gunawardena, N. (2015). A Review of the Sri Lankan
health sector response to intimate partner violence: Looking back, moving forward. South-East
Asian Journal of Public Health, 4, 6-11. Available at
http://lwww.searo.who.int/publications/journals/seajph/issues/srilankanhealth.pdf

Guruge, S., Jayasuriya-lllesinghe, V., & Gunawardena, N. (2015). Time to step up: A review of
the health sector response to intimate partner violence in Sri Lanka. Journal of College of
Community Physicians of Sri Lanka, 20, 57-61. doi: 10.4038/jccpsl.v20i1.8071

Guruge, S., Jayasuriya-lllesinghe, V., Gunawardena, N., & Perera, J. (2015). Intimate partner
violence in Sri Lanka: A scoping review. Ceylon Medical Journal, 60, 133-38. doi:
10.4038/cmj.v60i4.8100

Manuscripts (under-preparation):
Guruge, S., Jayasuriya-lllesinghe, V., & Wang A. Interventions and programs that engage men
in addressing IPV against women: an ecological approach.

Plain-language summaries:

Guruge, S., Jayasuriya-lllesinghe, V., Gunawardena, N., & Selvadurai, M. (2015). A review of
the Sri Lankan health sector response to intimate partner violence (Tamil). New Vision:
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organizations, Community health organizations, Children’s organizations, Legal Aid
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e National policy documents, conventions, regulations, and laws

e Country reports
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7. Problems and Challenges

While the project began with the support of an extensive network of community partners,
participant recruitment required building even wider networks. Having a research team with
extensive community contacts (outside of established organizations) proved to be an asset in
working with diverse communities. Agencies which have long history of involvement and pre-
existing working relationships with the investigators tend to be more eager to contribute to
collaborative work.

Recruiting women for a study related to IPV is challenging in any setting/country, and it was
even more so to do so in two different languages and in four provinces of Sri Lanka that
included post-conflict locations. Even though the conflict has ended there are some areas still
under military control and research in such areas is still met with administrative barriers.

8. Administrative Reflections and Recommendations
None
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ABSTRACT

Intimate partner violence (IPV) is a major health concern for women worldwide.
Prevalence rates for IPV are high in the World Health Organization South-East Asia
Region, but little is known about health-sector responses in this area. Health-care
professionals can play an important role in supporting women who are seeking
recourse from IPV. A comprehensive search was conducted to identify relevant
published and grey literature over the last 35 years that focused on IPV, partner/
spousal violence, wife beating/abuse/battering, domestic violence, and Sri Lanka.
Much of the information about current health-sector response to IPV in Sri Lanka
was not reported in published and grey literature. Therefore, key personnel from
the Ministry of Health, hospitals, universities and nongovernmental organizations
were also interviewed to gain additional, accurate and timely information. It
was found that the health-sector response to IPV in Sri Lanka is evolving, and
consists of two models of service provision: (i) gender based violence desks,
which integrate selective services at the provider/facility level; and (ii) Mithuru
Piyasa (Friendly Abode) service points, which integrate comprehensive services
at the provider/facility level and some at the system level. This paper presents
each model’s strengths and limitations in providing comprehensive and integrated
health services for women who experience IPV in the Sri Lankan context.
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INTRODUCTION

Intimate partner violence (IPV) refers to behaviours by a
current or former intimate partner that cause physical, sexual
or psychological harm, including physical aggression, sexual
coercion, psychological abuse and controlling behaviours.!
IPV is a global public health issue, with one in three women
worldwide at risk.>* Based on global estimates published in
2013, the lifetime prevalence of physical and/or sexual [PV
among ever-partnered women in the WHO South-East Asia
Region was 37%, slightly higher than the estimated global
average.’

A substantial body of literature highlights not only the
magnitude of the IPV problem, but also its short- and long-
term health consequences for women, and the significant role
that can be played by the health-care sector in responding to

the needs of women experiencing it. However, because the
experience of IPV is unique to each woman and her specific
sociocultural-economic context,? it is less clear how best to
support women’s efforts to seek recourse from IPV. Moreover,
some practices that were formerly considered effective have
been called into question. For example, in the past, evidence
supported universal, opportunistic or at-risk screening to
identify and offer services to women experiencing IPV.*
However, more recent evidence has shown that screening for
IPV does little to improve a woman’s quality of life.’

Early discussions about health-sector responses to IPV were
often guided by studies from North America and Europe,*’ but
emerging evidence from other regions has begun to contribute
to this discourse. The WHO multicountry study on domestic
violence has identified the need for context-specific data
related to IPV.!
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Sri Lanka is home to more than 20 million people. It is emerging
from a 30-year civil war, which ended in 2009, and provides
a unique context to examine a health-sector response to IPV.
This paper presents the results of a review that examined the
Sri Lankan health-sector response to IPV, in light of service-
integration models used in other low- and middle-income
settings.

METHODOLOGY

A comprehensive search of published and grey literature
was conducted using the key words IPV, partner/spousal
violence, wife beating/abuse/battering, domestic violence
and Sri Lanka, published from 1980 to 2015. The search
included electronic bibliographic databases, websites, peer-
reviewed journals and reference lists of articles and reports,
as well as repositories and archives at universities and
libraries in Sri Lanka. A preliminary search identified journal
articles, reports, published and unpublished dissertations and
theses, conference proceedings and media reports. Although
Sinhala and Tamil are Sri Lanka’s official languages, an
initial review of collected material revealed that almost all
of the relevant work was published in English. The few peer-
reviewed journals published in Sri Lanka are in English. The
Sri Lankan Government — including the Ministry of Health —
and nongovernmental organizations (NGOs) working with the
health sector also produce most of their reports in English.

Based on the preliminary search and review, the authors also
realized that much of the information about current health-
sector response mentioned in agency reports, newspapers
and electronic media was not captured in published and grey
literature in a very timely manner. Therefore, several key
personnel from the Ministry of Health, hospitals, universities
and NGOs were also interviewed, to gain additional, accurate
and timely information. After reviewing more than 230
abstracts and articles, 23 relevant publications were selected
for detailed review. Findings from these publications, and
information gathered through interviews, were reviewed and
compared with service-delivery models in other settings. The
findings are summarized in this paper, in light of the historical
and current context of the health-sector response to IPV in
Sri Lanka.

A framework for service integration

Research about various health-sector responses to IPV reveals
the complexities of designing, implementing and evaluating
them.® These complexities are evident in the lack of consensus
about how to provide effective services to women in health-care
settings. There is general agreement, however, that services
need to be integrated into existing health-care programmes or
systems, to ensure sustainability, uptake and effectiveness.’
However, there is debate about the most suitable entry points
and about the most appropriate methods for integrating services
into health-care systems.

An integration framework identified by Colombini et al.l'
in their review of health-sector responses to IPV in low-

and middle-income settings was used in this paper.!” They
identified several models of service integration that have
been replicated in a number of settings, and classified them,
based on the range of options provided and the level and
type of integration within and across health-care settings. At
the lowest level of integration (Level 1), one or two services
are offered in one health-care setting. For example, Family
Counselling Centres in India provide immediate medical
care and counselling to women seeking services."" Because
selective services are provided by one or more care providers
at a single institution, Level 1 is categorized as selective
provider/facility-level integration. At the next level (Level 2),
a wider range of services is offered by one or more health-
care staff within the same site/setting. The aim is to provide
comprehensive services in one setting within one health-care
institution. Colombini et al. offer the One-Stop Crisis Centre
as an example of a Level 2 service-integration model.!® This
model was developed in Canada, and later implemented in a
number of settings worldwide, including Malaysia, Thailand,
India and Bangladesh in the WHO South-East Asia Region."!
The highest level of integration, Level 3, offers the widest
range of services at multiple sites/settings. A system of referral
and back-referrals across multiple sites/settings provides for
an extensive range of services with system-wide, seamless
integration between different institutions. For example, the
Woman Friendly Hospital Initiative in Bangladesh provides
integrated services for women at multiple levels and different
institutions, to provide comprehensive maternal and child care
and management of violence against women, while ensuring
quality of care and gender equity for women.!? The common
classification system and identification of services with
potential for scaling-up in low- and middle-income contexts
make Colombini et al.’s service integration framework useful
for the present review of the Sri Lankan health-sector response
to [PV.

RESULTS

In 1978, the Sri Lankan Government took the first step to
formally address violence against women (VAW) through
the establishment of the Women’s Bureau of the Ministry of
Women’s Affairs. Since that time, successive governments in Sri
Lanka have ratified five international gender focused policies:"
the Universal Declaration of Human Rights (in 1980),'* the
Convention on the Elimination of All forms of Discrimination
Against Women (CEDAW) (in 1981),'5 the Vienna Declaration
on the Elimination of Violence against Women (DEVAW) (in
1993),'¢ the Beijing Declaration and Platform for Action (in
1995)!" and the Optional Protocol to the Convention on the
Elimination of All Forms of Discrimination Against Women
(in 2002), pledging to protect women and girls from all forms
of violence directed against them. A number of mechanisms
have also been instituted to support the implementation of
these policies including: The Women’s Charter of 1993, which
affirms the country’s commitment to CEDAW and DEVAW;
the National Committee on Women, established in 1994 to
address advocacy and policy issues related to VAW, gender
discrimination and other breaches of women’s rights; and
the National Plan of Action for Women, adopted in 1996 to
identify and set action goals for the government.'*
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Early research on VAW in Sri Lanka focused on ‘wife abuse/
battering’. The first study was published in 1982,%' and has been
followed by other studies.?** These studies report a wide range
of prevalence rates (from 18% to 72%) for IPV against women
in various regions and of various ethnocultural and religious
backgrounds. It is difficult to interpret these prevalence
estimates because these studies spanned over 30 years, used
different enquiry methods (quantitative, qualitative and mixed-
methods), had wide variations in sample sizes (ranging from
24 to 2311), focused on a variety of subpopulations (urban,
rural, tea-estate populations, low-middle social classes) and
geographical locations (predominantly in Western, Central,
North Central, Southern and Northern provinces), and
employed different definitions/terms related to IPV.?2* With
respect to the latter, terms such as ‘violence against women’,
‘domestic violence’, ‘intimate partner violence’ and ‘gender
based violence’ were often used interchangeably to refer to
violence against women by marital or cohabiting male partners
(even though traditionally some of these terms include non-
partner violence). Most studies focused on Sinhalese women;
only a handful of research included Tamil and/or Muslim
women. The situation of women in the north and east of the
country, areas that were predominantly affected by a civil war
(from 1983 to 2009), is less well documented. Even though
the war ended in 2009, reports suggest that women in the
previously conflict-affected regions are more vulnerable to
IPV,*% similar to women in other war-torn countries.?® Overall,
information about IPV in Sri Lanka is limited, and even less is
documented about the nature and quality of services available
for women.

Sri Lanka has both publicly and privately funded health care.”
The Ministry of Health is responsible for overall health-policy
formulation and governance, and public health-care funding at
the national and provincial levels. The Family Health Bureau
oversees maternity and child health programmes and has
created a gender focal point. All formal IPV services provided
through the state health system fall under the purview of the
Family Health Bureau. The National Policy on Maternal
and Child Health outlines the strategies for prevention and
management of gender based violence issues and includes in
its mandate capacity-building for health-care professionals and
establishment of related services.?

Historically, counselling services for women experiencing [PV
in Sri Lanka were led by faith-based organizations, women’s
rights groups, NGOs and civil society organizations.” The
Good Shepherd Sisters, Salvation Army and Family Planning
Association were pioneers of such services in Sri Lanka,
dating back to 1924.% Currently, Women in Need, Sevelanka,
Women’s Sarvodaya Collective and Women’s Development
Centres are some of the better-known NGOs providing
counselling, shelters, legal aid and financial support to women
experiencing IPV.? Despite their long history of service
provision, especially among marginalized communities across
the county, several barriers have made it hard for these agencies
to provide consistent levels of service. First, civil society
organizations in Sri Lanka have not received any substantial
state support and have to rely on financial contributions from
international NGOs and donors.? Second, since the end of
the civil war in 2009 the government placed restrictions on

international and local NGOs’ access to war-affected areas.*
Third, a tendency by government officials to label all NGOs’
work as anti-government or pro-separatist, affected their ability
to work in Sri Lanka.” NGOs allege that the government and
state institutions have failed to ensure women’s rights and, as
a result, failed both to recognize the need for IPV services, and
to provide support for IPV service delivery in the country.*

The earliest documented health-sector response to IPV in
Sri Lanka was in 2002, when a short-term, pilot project was
implemented in the North Central province.*! This initiative
was mainly an awareness-raising programme in the form of
a two-day training for doctors, nurses and midwives from
local hospitals and the community. A specific service point
was not established, and although the training was supported
by hospital administration, there was limited commitment by
staff and administration for continued IPV service provision.’!
Alongside this training, all women attending the antenatal
and gynaecological clinics of participating hospitals were
screened for IPV and referred to a centre managed by an
NGO (Sarvodaya) for counselling services. Building on the
experience gained from this pilot programme, two service
models were developed — Gender based violence (GBV) desks
and Mithuru Piyasa (Friendly Abode) service points.

Gender-based violence desks

One of the earliest health-sector initiatives to provide in-
hospital services for women experiencing IPV was the GBV
desk.?3! GBV desks are service points for IPV-related care
and counselling that make use of easily accessible first contact
points for women in the hospitals, including outpatient and
emergency departments, health education units and clinics.
Dedicated spaces were identified in these locations to provide
a private space to talk to women. Nurses and doctors from the
hospital provide a limited range of services at GBV desks,
including befriending (supportive listening), and referral to
other in-hospital clinics/services. Because the number of
hospital-based counsellors is generally quite limited, most GBV
desks have had to rely on staff from local NGOs to provide
services within the hospital.?>> NGO staff have also been able
to use their own networks and resources to offer women a wide
range of services, including access to safe homes, legal aid and
social services that are located outside the hospital setting.?**
In fact, in some locations, NGO staff have identified the need
for IPV-related services and worked with the local hospital
administrators to establish GBV desks.*

GBYV desks played a key role in the north and east of the country
during the civil war and after the Indian Ocean tsunami in
2004, when health-care services, in general, were disrupted.*
The large influx of foreign aid and funding for NGOs during
the war and after the tsunami helped strengthen their resources
and efforts. According to published reports, about 3000 women
visited GBV desks across the country in 2009, but because
the number of women seeking services was not available
from all GBV desks in Sri Lanka,” this is likely to be an
underestimation of actual service utilization. Currently, there
are 27 GBV desks in different parts of the country (personal
communication, N Mapitigama) and they continue to play a
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vital role in identifying women’s needs and referring women
to appropriate services within and outside hospitals. However,
a formal process for institutionalizing GBV desks was not
established and, as a result, they continue to be perceived as
an NGO-led initiative, even though government resources and
funds are provided for them.

According to the service-integration model described earlier,'
GBYV desks fit with Level 1 selective provider/facility-level
services because of the limited range of services offered to
women by one or more service providers. In other countries,
Level 1 integrations tend not to provide referrals to outside
service providers;’' however, because the GBV desks are
regularly staffed by NGOs, a wider, multisite integration
of services has been possible (albeit in an ad hoc manner).
Although no efforts have been made to carefully evaluate the
effectiveness of GBV desks in Sri Lanka, available information
suggests that they have faced several challenges. For example,
the sustainability of some GBV desks has depended on
NGO support because hospital resources available for these
additional services have been limited. In addition, NGO staff
collaborating in service provision at GBV desks have reported
a lack of support from hospital staff and marginalization by
doctors at their hospital.*> At some GBV desks, care provision
has been affected because hospital staff lacked knowledge
about and/or held negative attitudes towards IPV.*

GBYV desks have the potential to be scaled up to a multilevel
integration model, Level 2 or Level 3 service integration.
The strength of the GBV desk model relates to its low
resource utilization, which imposes little burden on already
constrained human resources within hospitals. Similar NGO-
led, hospital-based initiatives have been scaled up to national-
level programmes in India and Bangladesh.’! However, in Sri
Lanka, this service is being scaled down and in some cases
replaced altogether by the second type of service provision
(Mithuru Piyasa) described next. A detailed evaluation of
GBYV desks as a service-integration model could have proven
useful for resource-poor settings that are seeking to introduce
and/or integrate IPV-related services. Unfortunately, the lack
of a formal evaluation of GBV desks means that, in the case
of Sri Lanka, this opportunity may already have been missed.

Mithuru Piyasa (Friendly Abode) service points

The Ministry of Health commenced a formal process of
institutionalization of hospital-based services in 2007, with the
establishment of a service point at a government hospital in
the Southern province.’'** Similar to the GBV desks, Mithuru
Piyasa centres are also located in easily accessible outpatient
and emergency care settings within hospitals. Women may
self-identify as needing services and visit a Mithuru Piyasa
centre, or may be referred by health-care staff from clinics/
wards within the hospital. Nurses and/or doctors greet women
and take on the role of a befriender, helping women to feel
comfortable about discussing their concerns related to IPV. A
detailed history is taken, to assess women’s health status and
to identify their immediate care and service needs. Following
this, they may be offered in-hospital and/or out-of-hospital
services, through an already established system of referrals.

In-hospital referral may include counselling services from a
psychiatrist, reproductive health care from a gynaecologist,
or trauma care from a surgeon, etc. Out-of-hospital referrals
may include those to local NGOs providing short-term
housing, counselling, legal aid or financial aid.’' As part of this
initiative, awareness-raising and capacity-building activities
have also been implemented, including training for hospital
staff and public health staff working in the community, and
posters and flyers about IPV that are targeted towards health-
care professionals and the public.?'*

Alongside the Mithuru Piyasa initiative, the Ministry of Health
also implemented a health-promotion programme using a range
of information, education and communication (IEC) strategies,
including posters, a manual and a short film. These strategies
aim to address community misperceptions about gender roles
and promote healthy relationships among marital partners, for
primary prevention of IPV.

The Mithuru Piyasa programme was led and funded by the
Ministry of Health, as part of the state response towards
addressing GBV.?® The United Nations Population Fund
(UNFPA) and other international NGOs supported this
initiative, providing resources and funding for staff training
and capacity-building. There are currently 33 Mithuru Piyasa
service points throughout the country and efforts are being
made to set up additional centres countrywide (N Mapitigama,
personal communication).

The Mithuru Piyasa model shares some characteristics with
One-Stop Crisis Centres in other settings such as Malaysia,
Thailand and India, in that it provides a comprehensive range
of services for women at one setting.'®*' However, unlike the
original One-Stop Crisis Centre model, the Mithuru Piyasa
model allows for a much wider range of services and integration
at multiple sites and levels. For example, hospital staff are able
to refer women to out-of-hospital services because the training
and capacity-building they receive through this programme
enables them to identify local resources, create networks
and formalize referral mechanisms with a range of service
providers, including the police, NGOs and social services.
This has allowed Mithuru Piyasa staff to provide shared,
integrated services that are beyond the scope of a traditional
One-Stop Crisis Centre. The awareness-building components
of the programme for hospital staff and public health staff
(for example, training workshops for doctors and nurses and
introduction of relevant education content into public health
midwives’ curricula) have also helped shift health-care
professionals’ negative attitudes towards IPV care provision.

Service integration using the One-Stop Crisis Centre model
has faced some challenges in other countries, including
lack of collaboration within and between institutions, lack
of commitment from health-care professionals, and low
institutional capacity to provide supportive services.'
Although a formal evaluation of Mithuru Piyasa services has
not been undertaken, they seem to face similar challenges. For
example, some reports indicate lack of interprofessional and
intersectoral collaboration.?>?3? The Mithuru Piyasa model
requires a high degree of collaboration between stakeholders,
as it aims for multisite referral and seamless service integration,

WHO South-East Asia Journal of Public Health | January-June 2015 | 4 (1-2) g



Guruge et al.: Sri Lankan health-sector response to intimate partner violence

beyond the provider/facility-level service integration achieved
in the traditional One-Stop Crisis Centre model. Additionally,
societal and cultural beliefs, in general, and gaps in health-care
professionals’ knowledge and skills, in particular, negatively
influence their responses to women experiencing IPV in the
Sri Lankan context.**

DISCUSSION

Health-sector responses to support women experiencing IPV in
Sri Lanka are evolving, and currently consist of two models of
integration: GBV desks, with facility-level selected integration;
and Mithuru Piyasa, a modified version of the One-Stop Crisis
Centre model, with some system-wide integration.

GBYV desks are the longest-standing service model within the
health sector, offering services for women experiencing IPV
in Sri Lanka. They are an example of an NGO-led initiative
to introduce hospital-based services for IPV, similar to the
early IPV services in the Maldives, Nepal, Papua New Guinea
and Timor-Leste.’! Although limited in the range of services
provided at one site, GBV desks have been supported by well-
established local NGOs, allowing for system-wide integration
of services beyond their individual settings. This service
model does not place a heavy resource burden on already
limited hospital resources, and has proven to be a well-utilized
service, especially in conflict-affected areas.** However,
because they are widely perceived as an NGO-led initiative,
hospital staff have generally failed to recognize their relevance
and potential as an effective hospital-based service for IPV. A
formal evaluation of the GBV model before the GBV desks are
replaced could prove useful for resource-poor settings seeking
to introduce and/or integrate IPV services into health-care
systems.

The more recent Mithuru Piyasa initiative aims to provide
comprehensive services, with some opportunities for system-
wide service integration. Mithuru Piyasa is supported by
Sri Lanka’s federal and provincial health systems, and is
formalized using standard protocols and manuals. Parallel
programmes of awareness-raising (staff training, capacity-
building and development of IEC material) aim to create a
supportive environment to increase uptake of these services.

Similar to the One-Stop Crisis Centre model in other countries,
Mithuru Piyasa faces a number of future challenges. Although
a formal evaluation of Mithuru Piyasa services has not
been carried out, reports suggest that lack of intersectoral
collaboration both within the health system and between
stakeholders (government, NGOs) affect integrated service
provision. There is also a lack of reciprocity for the NGOs
providing out-of-hospital services. For example, the Ministry
of Health relies heavily on NGOs to provide shelters to women
as part of the comprehensive care package offered through the
Mithuru Piyasa programme. However, these organizations do
not receive government support for their efforts. Additionally,
in the post-conflict context, NGOs at grassroots level face
increasing restrictions in accessing funds and continuing their
work in war-affected areas in the country.*®* NGOs providing
legal aid and financial support to women are discouraged by

existing legislative and administrative barriers. Lengthy court
proceedings and lack of support for women going through
the legal process become barriers for agencies trying to help
women seek legal remedies to address IPV.*

CONCLUSION

The GBV desks and Mithuru Piyasa service points have
integrated I[PV services into the health sector in Sri Lanka at
the provider/facility and system-wide levels, respectively.
GBV desks showcase an NGO-led initiative utilizing
community capacity and resources without much dependence
on government resources. Mithuru Piyasa, in contrast, is a
state-led institutionalization of services, which is being scaled
up to a national-level programme replacing the GBV desks. In
moving forward from an NGO-led model to a government-led
service, opportunities for building on the existing partnerships
with NGOs have not been fully utilized. NGOs that continue to
provide vital, out-of-hospital services to Mithuru Piyasa service
points should receive the necessary programme and policy
supports to continue such work. Expanding and strengthening
partnerships with NGOs, and sharing information and resources
with them, will facilitate better collaboration and coordination.

Evaluating existing services in terms of women’s access,
utilization and outcome of services, as well as health-care
professionals’ perceptions of and attitudes towards IPV, and
their capacity and readiness to provide services, will help
develop evidence-informed interventions to address these
concerns. While considerable efforts are being put into
establishing countrywide services for women experiencing [PV
in Sri Lanka, parallel efforts are needed to address economic,
political, social, cultural and other systemic factors that create
and sustain gender inequality and oppression of women in
general and the perpetration of IPV in particular.
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Intimate partner violence in Sri Lanka: a scoping review

S Guruge', V Jayasuriya-lllesinghe', N Gunawardena?, J Perera®
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Abstract

South Asia is considered to have a high prevalence of
intimate partner violence (IPV) against women. Therefore
the World Health Organisation has called for context-
specific information about IPV from different regions. A
scoping review of published and gray literature over the
last 35 years was conducted using Arksey and O’Malley’s
framework. Reported prevalence of IPV in Sri Lanka ranged
from 20-72%, with recent reports of rates ranging from 25-
35%. Most research about IPV has been conducted in a
few provinces and is based on the experience of legally
married women. Individual, family, and societal risk factors
for IPV have been studied, but their complex relationships
have not been comprehensively investigated. Health
consequences of IPV have been reported, with particular
attention to physical health, but women are likely to under-
report sexual violence. Women seek support mainly from
informal networks, with only a few visiting agencies to
obtain help. Little research has focused on health sector
responses to IPV and their effectiveness. More research
is needed on how to challenge gendered perceptions
about IPV. Researchers should capture the experience
of women in dating/cohabiting relationships and women
in vulnerable sectors (post-conflict areas and rural areas),
and assess how to effectively provide services to them. A
critical evaluation of existing services and programms is
also needed to advance evidence informed programme
and policy changes in Sri Lanka.

Ceylon Medical Journal 2015; 60: 133-138

Introduction

Intimate partner violence (IPV) is defined as
physical, sexual, and/or emotional abuse by a current or
former marital or non-marital partner in the context of
coercive control [1]. Most victims of IPV worldwide are
women. The World Health Organisation recently reported
that South-East Asia had a high prevalence of physical
and sexual IPV among ever-partnered women worldwide

(37.7%) [2]. A review of data from 81 countries revealed
that South Asia has the second highest prevalence of
IPV (41.7%) [3]. Context specific information about [PV
in South Asia is needed to understand these alarming
prevalence rates, as well as to identify the determinants of
IPV and how these factors generate the conditions under
which women experience I[PV in these settings.

Despite sharing many characteristics with other
South Asian countries, Sri Lanka consistently ranks
better in terms of maternal and child health, and life
expectancy and educational attainment of women, yet
available research suggests that the country has high
rates of IPV [4-6]. Sri Lanka is currently transitioning
from a low-to middle-income country and is emerging
from a 25-year-long civil war, so it is a unique context
within which to examine the topic of IPV. In this article,
we review literature about IPV in Sri Lanka to describe
the prevalence, consequences and risk factors of IPV, and
women’s and health systems’ responses to it.

Methods

A ‘scoping’ review is a technique used to ‘map’
relevant literature in a field of interest and is useful when
the topic has not been comprehensively reviewed before.
Scoping reviews help to summarise research findings by
examining the extent, range and nature of the existing
research. Unlike systematic reviews, scoping studies do
not critically appraise the quality of the literature [7].
We used Arksey and O’ Malley’s five stage framework:
developing a research question, identification of relevant
literature, selecting a subset of literature for inclusion
in the review, charting information from selected
publications and summarising and presenting the results
[7]. The broad research question that guided the review
was: what is known from existing literature about IPV in
Sri Lanka? We searched published and gray literature from
1980-2015 using different combinations of the following
keywords: wife abuse/beating/ battering, domestic
violence, intimate partner violence, spousal abuse, partner
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abuse, gender-based violence and Sri Lanka. Sources of
information included electronic bibliographic databases
(such as MEDLINE, PsychINFO, CINAHL, Healthstar,
EMBASE, Scopus), websites, peer reviewed journals,
reference lists from articles and reports, repositories or
archives at universities and libraries, as well as media
reports, published and unpublished dissertations and
theses, and conference proceedings. Studies were included
if they focused on IPV against women by a male partner.
Our initial search identified 271 articles, which were
scanned using the following inclusion criteria: (1) focused
on or included IPV against women; (2) focused on the Sri
Lankan context; (3) written in English. Peer reviewed
journal articles, conference presentations and published
and unpublished dissertations and theses were included.
After removing duplicates, narratives, expert opinions,
and review articles, the number of articles included in
the review was 39.

Most of the studies were quantitative (n=18/39) and
mixed methods (n=11/39) research. Some studies (30%)
were based on convenience samples of women (n=31
to 356) who were accessed and recruited from hospital
clinics, medico-legal units, antenatal clinics, and other
institutions [8-18]. Others (70%) were community based
studies (n=62 to 2311) [19-44]. Sri Lanka was also one
of the countries included in a multi country study on men
and violence in Asia and the Pacific and in the GENACIS
study (Gender, Alcohol and Culture: an International
Study) [20]. These were the first studies on IPV in Sri
Lanka to include men: the former was a large community
based study including 1658 men and 653 women from four
locations (Western, Central, Eastern, and North Central
provinces); the latter was a qualitative study involving 7
men and 17 women. A few studies focused on children
or adolescents who witnessed their mothers’ experiences
of IPV, and others studied IPV in the context of self-harm
or as a consequence of the experiences of civil war [17,
30, 34, 35, 38, 39].

Most of these studies were conducted in the Western
province (n=15), followed Central (n=8), Northern (n=8),
Eastern (n=7), and North Western provinces (n=5). Two
studies included participants from more than one province
[18, 32].

Figure 1 displays the number of studies on IPV over
time, showing that research on the topic peaked after 2006
(i.e., beginning one year after the passage of the 2005
Domestic Violence Act of Sri Lanka and ending shortly
after the cessation of the civil war in 2009).

Results

We reviewed the results of the 39 relevant studies
on various aspects of IPV in Sri Lanka. The findings
are presented in the following sections, which focus on
the prevalence of IPV, health consequences of IPV, risk
factors for IPV, women’s responses to IPV, health system
responses to IPV, and factors affecting women’s care-
seeking behaviour, in Sri Lanka.
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Figure 1. Number of studies over time.

IPV in Sri Lanka was first investigated by Saravana-
pavanthan in 1982 with a specific focus on ‘wife abuse,’
and this was followed by similar studies focusing on ‘wife
abuse,” ‘wife battering,” and ‘wife beating’ [9, 15, 19, 27,
46, 47]. Since 2010, research on IPV has included both
marital and cohabiting relationships [8, 20, 21, 25, 26,
37]. We found only two studies that examined IPV in the
context of dating relationships [37, 48].

Together, the literature suggests that 20-72%
of women in different locations in Sri Lanka have
experienced IPV. The highest prevalence rates were
reported by women living on tea plantations in the
Central Province (72%) and in the urban poor areas of
the Western Province (60%) [21, 27]. As some of these
prevalence rates are from studies conducted 10-15 years
ago, these findings are unlikely to reflect the current rates
of IPV in Sri Lanka. Recent community based surveys
reported that 24-34% of women in various regions of
Sri Lanka experienced IPV [25, 26]. The most recent
survey conducted in 2013, reported that 22% of women
experienced IPV from a male partner, and 24% of male
participants perpetrated IPV during their lifetime [20].

A number of studies (n=15) were conducted in the
Northern and Eastern Provinces, which were affected by
the civil war from 1983-2009. Notably, several of these
studies reported that IPV was more common than non-
partner violence against women even during the conflict
period [13, 41]. In addition to the civil war, the Indian
Ocean tsunami of 2004 severely affected these provinces.
Several studies focused on the post-tsunami context in
these conflict affected areas, some did not document IPV
from women’s perspective [30, 34]. For example, one
study interviewed non-government organisation (NGO)
workers from this area, and another included children’s
accounts of parental conflict [30, 34]. According to the
study involving school children in an area affected by
the tsunami in the Northern Province, 41% of children
had witnessed violence directed against their mother by
their father [34].

Experiences of [PV were documented for women in
all stages of life, including adolescents, pregnant women,
older adults and the types of IPV experienced included
physical, sexual, emotional, and verbal abuse, and various
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controlling behaviour in varying frequencies [23, 27, 49].
However, the majority of studies predominantly reported
physical violence. Overall, sexual abuse was one of the
least reported forms of IPV in Sri Lanka, with rates
ranging from 5 to18% [20, 25, 26]. The highest reported
sexual violence rate (20%) in Sri Lanka was based on
men’s self reports, and in the same study only 18% of
women reported experiencing sexual abuse.

Physical health consequences of IPV in Sri Lanka
have been documented, including head injuries, black
eyes, contusions, abrasions, lacerations, and burns [10, 13-
15,19, 21, 27,45, 50]. Anumber of studies were conduc-
ted in medico-legal settings, where physical injuries are
more likely to be reported than other consequences of
IPV. Only a few studies documented the psychological
and mental health consequences of IPV: lowered self-
esteem, suicidal ideation and suicide attempts [15, 23,
27, 39]. In one study, 12% of women reported IPV as the
main reason for attempted suicide [17]. In another study,
conducted in four provinces of Sri Lanka, 25% of the
women who had experienced IPV reported having suicidal
thoughts, compared with 7% of women who had never
experienced IPV [20]. Studies investigating IPV during
pregnancy reported that 5-42% of women experienced
IPV during pregnancy, resulting in pregnancy and labour
complications and other adverse outcomes for themselves
and their newborns [12, 47, 51]. These outcomes were
reportedly 2-3 times higher among women who had
experienced IPV during pregnancy compared with their
counterparts [12, 20].

Studies identified a number of individual risk
factors for IPV in Sri Lanka, including a woman’s young
age, low socioeconomic status and low educational
attainment [9, 22-27, 44]. Abuser characteristics were also
reported, including alcohol or drug abuse, unemployment,
depression, and childhood experiences of violence [9,
13, 19, 20, 22-27, 44, 48, 51]. Some relationship factors
were reported as being associated with IPV, including
suspicions of infidelity, sexual jealousy, extramarital
relations, and marital disharmony [20, 21, 23, 25, 33, 48].
The role of these factors in increasing women’s risk of [PV
is not clear. For example, some studies identified alcohol
abuse or community violence as risk factors for IPV,
while others found that these factors are not consistently
associated with IPV or only operate in combination with
other factors such as low socioeconomic status [23, 27].
Several studies reported that risk factors for IPV in Sri
Lanka, as in other patriarchal societies, are grounded in
societal level risk factors such as ‘traditional’ gender
roles and expectations [20, 29, 30, 32, 35, 37]. For
example, one study found that up to 97% of men believed
women should obey their husbands, and the majority of
participants (both men and women) consider men to be the
decision-makers in the family [20]. Another study found
that obeying the husband was associated with a lower
risk of IPV. Although dowry related violence appears to
be less common in Sri Lanka compared with other South
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Asian settings [4, 20, 25], Sri Lankan women, like their
counterparts, are expected to wear conservative clothing
in public places such as courts and other government
institutions, occupy traditionally ‘female’ occupations,
and face double standards in terms of sexual entitlement,
sexual promiscuity, and pre- and extramarital sex [4,
13, 20, 25]. These risk factors are more significant for
Sri Lankan women in certain regions and vary over
time due to changing social and political situations. For
example, IPV directed at women reportedly increased in
the Northern and Eastern provinces after the end of the
war [31].

The majority of the studies reported that Sri Lankan
women, in general, do not disclose IPV to anyone and
may continue to live in abusive relationships, in some
cases for as long as 10 years [10, 13, 20, 23, 25, 33].
Those who sought help were more likely to approach
family, neighbours, friends, and community leaders
rather than formal services such as hospitals, police, or
agencies providing services [23, 25, 52, 53]. Several
studies reported that most of the women who seek help
from healthcare services do not disclose IPV [13, 15,
23, 25, 45]. The most recent survey of IPV in Sri Lanka
conducted in 2013 found that only 32% of women who
sought healthcare for IPV-related health problems reported
the abuse to their healthcare providers [20]. Nevertheless,
the reporting rates in 2013 were higher than those reported
in the past [15, 25]. Few women made a complaint to the
police or took legal action against the perpetrator [15,
52]. One study reported that 13% of women who reported
IPV made a complaint to the police and another reported
that only a minority of complaints resulted in legal action
against the abuser [20, 52].

Research aimed at documenting the health system
responses to [PV is limited in the Sri Lankan context.
A few reports by NGOs document services provided
by them such as legal aid, counselling, and shelters.
According to these reports, during and after the period
of civil war, and following the Indian Ocean tsunami,
NGOs set up services in the regions most affected by
these events and provided counselling services with
the support of foreign funding agencies [4]. The first
state supported health sector initiative for women
experiencing IPV (the Gender-Based Violence (Desks)
was implemented in 2002 [54]. The services, however,
were primarily delivered by NGOs. Later, in 2007, a
One Stop Crisis Center called ‘Mithuru Piyasa’ was set
up in a government hospital, and similar centers have
since been established in 20 government hospitals. The
latter initiative, led by the Ministry of Health, provides
for national level integration of IPV services. However,
no studies have examined whether women access either
type of centers, or whether the services meet their needs.
Public Health Midwives (PHMs) in Sri Lanka have been
trained to deliver a programme of education to recently-
married couples which includes information about healthy
relationships, family life and conflict resolution [4]. This
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health education programme is described as a pioneering
IPV prevention programme, but, published literature
about programme implementation and its effectiveness
is not available [43].

Limited research has focused on perceptions and
attitudes about IPV among healthcare providers. A study
involving 30 nurses from public and private healthcare
sectors in Sri Lanka revealed a range of personal and
institutional barriers that affect how nurses care for women
experiencing [PV [18]. Personal barriers included lack of
knowledge and skills, and institutional barriers included
lack of support from colleagues and other healthcare
professionals, lack of communication and collaboration
between professional groups, managers, and adminis-
trators, and lack of opportunities for developing relevant
knowledge and skills. A study involving undergraduate
male medical students revealed attitudinal barriers that
could potentially affect IPV care provision; 33% of
students surveyed believed wife beating was justified,
63% blamed women for instigating the violence, and
23% stated that occasional violence by a husband
against his wife could help maintain the marriage [26].
A few studies involving women who sought services
at healthcare institutions also reported stigmatizing
attitudes toward women among health care providers,
which discouraged the women from seeking services
again [4, 23, 25]. A study describing the first-ever training
programme for PHMs in 2009 study shows that their
knowledge of IPV, perceived barriers to care provision,
responsibility and confidence to identify and assist women
experiencing IPV, improved 6 months after the training
programme [26]. PHMs were more likely to identify,
discuss and followup women experiencing IPV. Even
though similar training is being provided to midwives in
other areas of the country [4], more than 5 years since its
inception, the effectiveness of this training has not been
documented [4].

Discussion

Of the 20 million people in Sri Lanka, 55% (10.5
million) are girls and women [55]. Available research
indicates that IPV is a widespread problem in Sri Lanka
affecting 1 in 3 women in the country. Based on the recent,
most representative data, the overall prevalence of IPV in
Sri Lanka is about 25-30%, lower than estimates for other
countries in South Asia. However, the prevalence rates of
IPV in Sri Lanka must be considered with caution as they
are primarily based on small studies, conceptualisation of
IPV as occurring within the context of legal marriage, and
only in a limited number of geographical locations. They
also do not capture the heterogeneous nature of women in
terms of their social, cultural, religious, economic, educa-
tional, and political backgrounds. Similarly, although IPV
occurs in all forms of intimate relationships, and despite
an increase in non-marital or co-habiting relationships,
IPV in Sri Lanka continues to be conceptualised within
the context of legal marriage. As a result, women in
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‘non-marital’ intimate relationships are under represented
in IPV research, so their experiences of IPV are poorly
understood. Also, a general taboo on sexual matters and
the lack of legal recognition of marital rape means that
sexual violence and rape within marital relationships
are largely overlooked. Also, the consequences of IPV
for women in Sri Lanka have been primarily understood
from a medico-legal perspective with a narrow focus on
physical injuries.

The available studies suggest that individual and
community level factors interact to make the situation
worse for some women or some groups of women in
Sri Lanka, but very little is known about the intersecting
micro-, meso-, and macro-level factors in the Sri Lankan
setting. As in many other countries, many of the factors
that increase the risk for IPV in Sri Lanka are grounded
in patriarchal relations and expectations prescribed for
men and women, so the status of women relative to men
in society in general, and within the context of marital
relationships in particular, is of relevance [20, 30].
Restrictive policies and practices increase Sri Lankan
women’s susceptibility to violence and tolerance of
violence, while decreasing their ability to respond to IPV
in a way that is most effective for them. For example,
a recent government policy required women to seek
permission from their husbands before leaving for foreign
employment [57].

Overall, there appears to be an increase in the
number of women who visit hospitals, the police and
NGOs, to seek services, and more importantly to disclose
IPV, than before. This signifies a positive change in the
perception of IPV as no longer a private matter. However,
little is known about the outcomes of such help-seeking
behaviour, especially in the context of negative attitudes,
as well as limited knowledge and skills, among health
care professionals who provide services to women
experiencing IPV [27, 42]. Additionally, IPV related
services at government hospitals are largely dependent
on NGOs to provide shelter, legal aid, and social services.
Yet, there is a lack of recognition of the NGOs’ role by
the government. In the post-conflict context, the state
perception of all NGO efforts as ‘anti-government,’
created barriers for these organizations to continue their
work [57].

The Women’s and Children’s Desks in police stations
and the Prevention of Domestic Violence Act provide
some support for women seeking recourse from IPV.
However, women face numerous obstacles when trying
to obtain an Interim Protection Order (IPO). For example,
they must produce evidence of violence, and delays in
the issue of an IPO after a complaint is made place their
lives at risk [58]. Moreover, even when a court rules
against a perpetrator and issues an IPO, the ruling is often
inefficacious because the perpetrator is not sufficiently
monitored and continues to threaten or abuse the woman
and her family and friends. In some cases, the abusers

Ceylon Medical Journal



Paper

have threatened the (female) healthcare professionals
who provide care to women experiencing IPV [18, 26].

Overall, there appears to be a positive change in the

perception of IPV in Sri Lanka, which is no longer viewed
as an entirely private matter, encouraging more women
to seek outside services. However, in moving forward,
there is a need to address many of the barriers that prevent
women from seeking legal redress and recourse from IPV.
These barriers include restrictive policies and practices
that lower the status of women relative to men within the
context of intimate relationships as well as their position
in society.
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Short communication

Time to step-up: A review of the health sector response to

intimate partner violence in Sri Lanka
S. Guruge', V. Jayasuriya-Illesinghe’, N.S. Gunawardena’

Intimate partner violence (IPV) is a major health
concern for women worldwide, and health care
professionals can play a significant role in
providing services to women who have
experienced IPV. This paper critically examines
Sri Lanka's health sector response to IPV.

Introduction

IPV refers to a range of abusive and controlling
acts and behaviors by a current or ex-intimate
partner that causes physical, sexual and/or
psychological harm (1). IPV occurs in epidemic
proportions, (2) affecting 30% of all women
worldwide. (3) Research conducted in different
locations in Sri Lanka reports that 18—72% of all
women experience I[PV at some point in their
lives, (4) with the higher rates emerging from
research conducted in urban poor communities

as well as in areas affected by the civil war. (5,6).

IPV has been linked to a range of short- and long-
term physical and mental health consequences:

(7) physical injuries (e.g., contusions, abrasions,
lacerations, black eyes),(8-12) chronic physical
health conditions (e.g., neck and back pain,
arthritis, hypertension, ulcers and irritable bowel
syndrome), psychological effects (e.g.,
depression, anxiety, PTSD, suicidal ideation and
attempts), (11,13-15) and reproductive health
problems (e.g., STIs, unwanted pregnancies,
chronic pelvic pain, and pregnancy and labour
complications) (16,17). In fact, literature
indicates that IPV has a greater cumulative
impact on morbidity and mortality of women
than common public health problems (18). As
such, it is very likely that women will come in
contact with health care professionals in various

' Daphne Cockwell Schol of Nursing, Ryerson University, Toronto, Canada
‘Faculty of Medicine, University of Colombo, Sri Lanka

*Correspondence: sguruge@ryerson.ca
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hospital and community settings (more
frequently than with other service providers).
These health care visits present opportunities to
provide care, support, and safety for women. It s,
therefore, important that we look at health sector
response to IPV in different contexts and
settings.

Methods

Electronic bibliographic databases, websites,
peer-reviewed journals, reference lists from
articles/reports, as well as repositories/archives
at universities and libraries were searched for
published and grey literature about health sector
response to IPV in Sri Lanka. A total of 23
relevant articles were reviewed using a
classification system(19) based on the level and
type of integration of IPV services within various
health care settings. Level 1 involves selective
provider/facility level integration where usually
a doctor/nurse provides one or more IPV-related
services for women who visit the hospital/clinic.
Level 2 is a comprehensive provider/facility-
level integration, offering more services by one
or more doctors/nurses/counselors within the
hospital/clinic. Level 3 is a system-wide
comprehensive integration and offers many
services at different sites with referrals and back-
referrals across sites/settings. The following
discussion applies this framework to Sri Lanka's

health sector response to IPV.

Results

In Sri Lanka, as is the case in many other
countries, health sector response to IPV has been
slow. The first initiative to address IPV in Sri
Lanka, the Gender Based Violence (GBV) Desk,
was introduced in 2002. GBV Desks are service
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health education units, and staffed by doctors and
nurses from the hospital and/or by counsellors
from the local NGOs. Some GBV Desks were
established in the north and the east after the
tsunami (in 2004),(20-21) and as of 2011, there
were 10 such service points in the country (22).
GBV Desks fit with Level 1 selective
provider/facility integration of services.
However, the services provided go beyond
typical Level 1 integration in that the counselors
from NGOs managing GBV Desks often use
their own networks and resources to offer women
out-of-hospital referrals and services such as
short-term housing, legal aid, and social
services. This creates opportunities for wider
multisite service integration, however, the
potential to scale this up has not been recognized.

The second initiative began in 2007 with the
Mithuru Piyasa program in emergency /
outpatient departments. Under this program,
doctors and nurses provide in-hospital care (such
as, medical attention, counselling) and out-of-
hospital referrals (such as, short-term housing,
counseling, and legal aid) for women
experiencing IPV. In 2014, there were 20
Mithuru Piyasa centers island-wide. The
Mithuru Piyasa model shares some
characteristics with the One-Stop Crisis Center
model that has been in operation in many other
countries, to provide a comprehensive package
of services for women experiencing IPV (23).
Similar to the One-Stop Crisis Center model,
Mithuru Piyasa provides (Level 2)
comprehensive facility-level integration, but
also allows access to additional services at
different sites because of the referral system set
up by the hospital staff to connect women with
police, legal aid, NGOs, and provincial social
services. This is an excellent model, however, no
published data evaluating these models are
available, and our personal communications
indicate that there is a lack of collaboration and

coordination, both within and outside the
hospitals.

One of the more recent attempts to expand IPV
services within hospital settings in Sri Lanka is
the appointment of a cadre of doctors (i.e.,
Medical Officers of Mental Health) trained to
provide services to women experiencing [PV and
their abusive male partners. However, at present,
these doctors' main role is to conduct mental
health clinics in hospitals where there are no
psychiatrists. Even though they provide
counseling to women referred by other clinics
and hospitals, their contribution to [PV-related
care and services remains unknown, and the level
of service integration associated with this

program is unclear.

In addition to the above-noted initiatives, some
attempts have been made within the (separate)
preventive health system in Sri Lanka to prevent
IPV. Since 2009, public health midwives
(PHMs) have been educating recently-married
couples about relationships, family harmony,
and conflict resolution. They also encourage
both partners to attend information sessions at
the local Medical Officer of Health clinic. This
service is integrated with the routine domiciliary
care provided by midwives (such as antenatal
and postnatal care, and family planning
services). While PHMs are also trained to refer
women who self-identify as experiencing IPV
and seek assistance to access services, their focus
is not on providing care and services to women
experiencing [PV, and as such, this program does
not fall within the service integration framework
discussed here.
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The way forward

More than 20 years after the Women's Charter
(1993) (24) outlining the commitment to
women's rights was published, Sri Lanka's health
sector response to [PV appears promising yet
inadequate; there is only a small number of GBV
Desks and Mithuru Piyasa centers in the country
of 10 million women and girls (with high IPV
prevalence rates). The curative and preventive
health care systems together have the potential to
facilitate a more effective, efficient,
comprehensive system of care and service
integration. Moving forward, the available
services have to be carefully-evaluated to
understand the best level of integration, the most
suitable entry points into the health care system,
and the optimal model of service provision.
Furthermore, health care professionals' active
engagement must be sought to improve their
buy-in and support for the delivery of integrated
IPV services. Lastly and most importantly,
attention should be paid to the development and
implementation of supportive policies and
programs that would make IPV a priority within
Sri Lanka's health sector.
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Message from the President

Nurses’ responsibility as a force for

change in health care

Dear Nursing colleagues!

We commemorated the International Nurses” Day 12th
of May with a number of activities at different places in
the country during the entire week. We all focused
special attention on this year’s theme “Nurses a force
for change: care effective, cost effective” and discussed
within the context of its relevance to nursing in Sri
Lanka. Having focused on that, we realized the
importance of nursing force as a major determinant of
any positive change made within the health care
system. Nurses’ involvement in health care reforms, policy development and
improving the quality of care has a long history. Florence Nightingale, the founder
of modern nursing, realized the importance of quality care and also acted on
changes in health care reforms during the Crimean war. Her positive move of
improving environmental conditions of patients to assist them for speedy recovery,
auditing the effectiveness of services rendered for the sick and influencing health
authorities for adequate supply of finances and resources were good examples in
history of how pioneers in nursing acted as changing agents in health care.

S.S.P. Warnakulasuriya
President, GNFSL

Today we are experiencing significant changes in every aspect of health care
delivery in terms of diagnosis of diseases, treatment strategies and care deliveries.
We incorporate advanced sciences, information technology and research evidence
in health care that we have not used ever before. And also we are experiencing
various health problems that we have not seen ever before. All these changes in
health care systems of the world have a great impact on nursing profession. In
order to face the health challenges of the 21t century and ever increasing health
care cost and rising concerns of quality of care, as nurses we should be equipped
with adequate scientific knowledge, competencies and digital citizenship skills
within ourselves. Nurses, we all are well positioned to drive efficiency and
effectiveness improvements while providing quality care and attaining optimal
patient care outcomes (ICN, 2015). However, as a changing agent in health care,
are we (Sri Lankan nurses) equipped enough to contribute adequately with our
existing knowledge and so called digital citizenship skills to face those challenges?.
Other questions we have to answer would be; Do we generate evidence based
knowledge consistently as professionals? Do we upgrade our knowledge to suit
the rapid changes that are taken place in health care systems?. I think we have no
clear answers for these questions. Therefore, it is our role and responsibility to
explore new trends in health care and especially in the discipline of nursing and
understand the present and future challenges in the health care systems locally and
globally. For this to achieve, we need to be equipped further with scientific
knowledge and competencies required in the 21st century. Today, all the health
reforms demand systems that are evidence-based, cost-effective, and offer the
highest quality of care for the patients. We, nurses as the largest occupational
group in health care, our contribution for achieving quality and cost effective care
and also our role in meeting millennium development goals have been highly
emphasized by the WHO and ICN during the past years. As Sri Lankan nurses we
should clearly understand this message and be prepared to be a unique force for a
change in our health care system.




The Message from the Patron - Trixie Marthenesz

A patient speaks out..

Strikes!

Nurses! Doctors!

Oh heavens!

Haven’t they had a formal professional learning
In that noble art of Patient-Care?

In a spirit worthy of their kind

Shouldn’t they, their skills together blend,
To help us Patients,

Help ourselves?

Help us

Meet our daily needs?

For the rights they are empowered with,
For the mercies they are blessed with,
Aren’t they obliged,

And shouldn’t they be grateful

To the countless, generous people

Who till and toil and seat so sore

To make them

What they are?

Nurses and Doctors!

Aren’t they by moral codes,
And the ethics of their calling,
Bound?

Aren’t they accountable

To our near and dear ones?
And the State?

Aren’t they answerable

To that great force that metes and doles,
Reactions sometimes good
And sometimes not so good
To actions here and now

Or in the land, Hereafter?

Their Most Important Persons
Are we, their Patients.

To those Nurses and Doctors
Dextrous in skills and committed
To care for the sick and feeble,
Don’t we afford,

Their share of rice and curry,
Their clothing and shelter

In return for the time and energy
On us bestowed?

In return for their kindliness
And gracious service?

We, their Patients and individuals,
We belong to someone, somewhere,
Just as they do.

We were once within ourselves,
Well adjusted.

And to the world outside,
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Well adapted.

Now symptoms mild and not so
mild,

That change to a slow decline,
Do shatter us.

We, their Patients have needs and feelings
Just as they do.

A right to be well, haven’t we?

An independence we would cherish

If we have a little more strength and will.
Aren’t they duty bound

To help us again that “little more?”

To be ill and infirm we have a right.
To be shown the means

Whereby we can be fit and well,

To be rendered care,

To be offered the comfort and safety
Imbued with a spirit of love,

And be told

(In judicious tones of course)

That if nothing suffices

And life hangs on a perishing thread,
The inevitable end,

We have a right.

Don’t we?

Patient care the world over

Is by nature altruistic.

‘tis a genuine concern for us Patients

So sore, worn out and broken,

In spirit and body and mind,

For reasons sometimes known and sometimes not.
For reasons sometimes ours and sometimes not.

Patient care is a creed, unique.

It heeds no bars, no walls, non gaps
In man-made social rungs,

Power or wealth.

It is a creed, unique,

That treats

Man, woman, adolescent and child alike
And assures relief

In distress great or small.

Patient Care is gracious.

It is that smallest good deed done
In a spirit of love and service.

That lies entombed,

With so sweat a fragrance,

In our hearts, the Patients’ hearts,
Humble and grateful,

And theirs’,

Our Nurses’ and Doctors’,

So noble.
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Care Effective, Cost Effective; Role of Nurses

This year’s International Nurses’ Day theme ; Nurses: A
Force for Change, Care Effective, Cost Effective echoes, a
clarion call for action for nurses to mobilize individually
and collectively to tackle health system financing and
achieve quality of care and patient safety in a cost
effective way. So what can nurses do for more effective
and sustainable healthcare financing?

Through your actions and interactions with policy makers
and others nurses need to:

e Use your experience - Nurses have a wide range of
experiences of working in the health system to build a
case for effective financing of health systems. However,
experiences should be informed by facts and figures to
encourage intelligent lobbying and advocacy.

e Pool your insights - Nurses face similar problems. Pool
your expertise and gather information on what has
worked elsewhere rather than re-inventing the wheel.
Apply the solutions within context and with knowledge,
vigour and determination.

e Learn the language of economists and the type of
arguments that convince policy makers of the need for
additional funding. This includes an understanding of
cost effectiveness, care-effectiveness, cost-benefit, and
measuring outcomes of care so you can communicate well
with policy makers.

¢ Target your arguments towards the Ministry of Finance
as well as the Ministry of Health and do not forget the
private sector.

e Keep informed of developments. It is important to
know what is happening in healthcare financing, access to
care, community concerns, and in the country generally.
Nurses must keep up-to-date with public issues by
engaging in dialogue with others, attending public
meetings, reading newspapers and journals.

¢ Develop an informed position for your ideas so as to
engage in smart dialogue with others using facts and
figures. Emotional arguments on crucial topics such as
need for more funds for healthcare, protective equipment
or nurse-staffing levels do not make an impact.

e Write and publish either alone or with colleagues.
Relevant and timely articles in journals, newspapers and
magazines can help influence opinion. Keep an eye on
current issues that would benefit from a nursing
perspective. Collaborate with nurse researchers to obtain
evidence to document ideas and discussions.

¢ Mobilize public opinion by participating in grass roots
groups and use local radio to reach out citizens. Tell
stories that people can relate to.

¢ Join special interest organisations such as patient or
consumer groups that match your interests and share
your positions. Your contribution might be more effective

if presented through a larger group with an established
reputation and credibility. Your NNA is a good source of
information, support and consultation.

e Know who the key players are, such as politicians and
officials in local, regional and national government. Visit
them your colleagues, but prepare carefully. Develop an
agenda and consider what you will present and how you
will respond to difficult questions. To be persuasive, you
need to be clear and concise in meetings. In addition,
support your views with hard data or factual evidence to
increase your credibility. Disseminate a brief summary of
the issues. Remember to keep regular contact with key
stakeholders and policy makers, not just when you need
them.

¢ Link with the key nurse leaders and networks that you
might work with, to have input into policy. For example,
nurses in top positions in health ministries are valuable
contacts. They are a key ally in getting your message
across to the right audience.

o Establish regular contact with nurses in influential
positions. They may be in policy or senior management
positions in departments of health or other health
organisations. =~ Sometimes  nurses are  elected
representatives in government at all levels or they may be
members of parliament. Nurses are also found in public
service organisations, voluntary organisations and non-
governmental organisations. These groups can be useful
resources to help you achieve your health policy goals.

e Communicate your position through ongoing
representation in policy-making bodies, lobbying, written
or oral submissions, and meetings with people in
positions of influence. Remember to keep good
relationship with the media.

Designing and implementing a sound health financing
strategy involves continuous lobbying and advocacy
rather than a one-off action towards a perfect system. The
idea is to achieve a win-win situation so your efforts and
contribution to health policy benefit health systems,
patients and nurses. Building effective health and social
policy requires that nurses collaborate with a wide range
of stakeholders including patients’ organisations, other
health profession associations, other sectors such as
human rights and women’s groups, and others.

Reference
Nurses: A Force for Change; Care Effective, Cost
Effective, 2015, International Council of Nurses,
Geneva, Switzerland
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Facing Challenges in Future Nursing — The Brainstorming Session

The GNFSL, as an organization that always in the
forefront for the advancement of the Nursing profession,
took initial steps to create a platform where the experts in
Nursing in Sri Lanka gathered to discuss, in order to find
solutions for the burning issues in nursing.

Experts from Nursing practice, Nursing education, Nursing
administration and Community nursing participated in a
brainstorming session launched on the 31.01.2015 at the
Post Basic College of Nursing, Colombo. The theme and
objectives of the session were as follows.

Theme — Facing the challenges in Future Nursing

General objective -
-To develop a five year strategic plan to improve nursing
profession in Sri Lanka.

Specific Objectives —

-To identify strategies to congregate nursing professionals
as a single force

-To identify strategies to further uplift nursing profession
by developing and maintaining standards

-To establish an independent steering committee to direct
future nursing.

Many nursing leaders including Ms. Wimala Herath,
Registrar, Sri Lanka Nursing Council, Office Bearers and
members of GNFSL and Sri Lanka Nurses Association,
Special Grade nursing staff, Nursing Sisters, Nursing
Officers from various hospitals and Special Grade nursing
staff from community health sector, nursing educators
from Post Basic College of Nursing, Schools of Nursing,
and Universities contributed to the session with their
individual expertise. In addition, Dr. Kerstin Samarasinghe
and Ms. Lena Larson, two Senior Lecturers from the
Kristianstad University, Sweden participated in this
Session as resource persons.

All the participants actively involved in group discussions
in developing objectives and strategies to improve
different areas of nursing which were finally incorporated
into the five year plan.

Organization of Professional Associations (OPA) -28" Annual Conference

The 28" Annual Conference of the OPA will be held on the 18-19 August 2015, at Hotel Galadhari,
Colombo. The Theme of this year will be “Innovation and technology for sustainable development”.
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Minimize the suffering and death in women due to cervical cancer

Women’s cancers, including breast, cervical and
ovarian cancers, lead to hundreds of thousands of
premature deaths among women (WHO, 2013).
Among those, cervical cancer is one of the leading
causes of cancer death in women in the developing
world. Cervical cancer is caused by the sexually
transmitted Human Papilloma Virus (HPV), which is
the most common viral infection of the reproductive
tract. Additional risk factors that affecta woman's
chance of developing cervical cancer include sexual
behaviours, smoking, having a weakened immune
system, taking the oral contraceptive pills for more
than five years, having more than five children (more
the children greater the risk).

Almost all sexually active individuals will be infected
with HPV at some point in their lives and some may be
repeatedly infected and the peak time for infection is
shortly after becoming sexually active (WHO, 2013).
Persistent infection with specific types of HPV (most
frequently, types 16 and 18) may lead to precancerous
lesions. If untreated, these lesions may progress to
cervical cancer. Most of the time, early cervical cancer
has no symptoms. Symptoms that may occur later
include intermenstrual bleeding, postcoital bleeding
and postmenopausal bleeding, vaginal discharge
(watery, brown, bloody, or foul-smelling) and
menorrhagia.

Cervical cancer can be prevented by early detection
and treatment of precancerous lesions. The easiest way
is to screen by Pap smear test which is used to detect
cervical abnormalities caused by existing HPV
infections. But that does not prevent the development
of cervical cancer. Only primary prevention by
vaccination will protect against future infections.
Vaccine for HPV infection has been licensed in many
countries including Sri Lanka. The optimal age of
vaccination is preadolescent age and recommended to
females aged 9-16 years before sexual debut. Catch up
vaccination also has been recommended to females up
to 26 years (Karunaratne, 2010).

Female population distribution in Sri Lanka is 52.6%
and literacy rate of females is 90.8 % (Central Bank of
Sri Lanka, 2013). Cervical cancer in Sri Lanka ranks as
the 2™ most frequent cancer among women and the 3
most frequent cancer among women between 15 and
44 years of age. Current estimates indicate that every
year 1721 women are diagnosed with cervical cancer
and 690 die from the disease in Sri Lanka (ICO, 2014).
Although cervical cancer screening services are
available at community level in Medical Officer of
Health (MOH) clinics, especially in Well Women
Clinics, participation to these preventive services is
minimal. Health education on cancer prevention,
including Pap smear is provided in these clinics.

Psychological and sociocultural factors contribute to
nonparticipation in cervical cancer prevention,
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including limited knowledge about cervical cancer and
screening; stigma, cultural beliefs, and perceptions
related to the reproductive organs and symptoms;
limited finances; lack of time; and not wanting to know
more about cervical cancer status (Horo et al., 2012).
Especially, traditional ways of thinking in Sri Lankan
society, stigma and discriminations may discourage
women from revealing health problems associated with
their sexual activity and reproductive health.
Importantly, women are anxious to get treatment for
gynaecological problems and they are bound and
restricted by their cultural milieu (Ross, et al., 2002).
Even, availability, accessibility, confidentiality and
even lack of publicity of available services were the
main barriers for reproductive health services in Sri
Lanka (Agampodi et al., 2008).

Unsatisfactory knowledge and low compliance with
screening recommendations may lead to negative
impact on community in undergoing a Pap smear.
Healthcare providers are fundamental in relaying
information to patients, particularly nurses who are
able to reach a large and diverse population of females
who may not normally have access to HPV and
cervical cancer information or screening (Rogers and
Cantu, 2009). Nurses attached to a variety of units,
such as female wards and gaynaecological clinics, can
educate women about the prevalence of HPV, methods
to prevent infection, available screening facilities and
importance of attending screening programmes.

By developing a good rapport between the nurse and
the patient, varying the teaching style to match the
needs of patients may help them to communicate
information effectively to patients and families. This
will result in improving participation in cervical cancer
screening and to minimize suffering and death in
women due to cervical cancer.
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Membership Activities

3 general wmeeting - 2014
3" General meeting of the GNFSL for year
2014 was held on 08" November 2014
(Saturday) at the Auditorium, Post Basic
School of Nursing, Colombo.

Colombo.

As the special event, Ms. I.M.P.S. llankoon &
Ms. M.W. Muthucumarana, members of
GNFSL shared their experiences gained
through the teacher exchange program in
Sweden on Swedish Nursing Education and
health care system.

Workshop for Nursing Officers....

Targeting the EB examination of Grade |
Nursing officers of Ministry of Health, a
workshop including lectures on Basic
Research, Ward Management, Primary
Health care and Communication Skills will
be held on 06" June 2015, 09.00am
onwards at the Main Hall, School of
Nursing Colombo.

All are welcome!

Awnnnal General weeting 2014/2015
The Annual General meeting of the GNFSL for year 2014/15 was held
on 07" March 2015 at the Auditorium, Post Basic College of Nursing,

Dr. Kosala Muthukumarana, a Medical Officer of the National Cancer
Control Program delivered an informative lecture on “Importance of
Counselling and Communication in Cancer care”.
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We wish to congratulatékt}i"é following members of the GNFSL for their following
recent achievements.
HEDA UTTAMAABIMANI - 2015
Government Nursing Officers’ Association awarded the "Heda Uttamaabimani
2015 Award” to following GNFSL members for their service contribution and the
prestige brought to the Nursing profession.
1) Ms. Karuna Saranguhewa, Nursing Consultant, Faculty of Health Sciences,
the Open University of Sri Lanka
2) Dr.S.S.P. Warnakulasuriya, Senior Lecturer, B.Sc. Nursing program,
University of Sri Jayewardenepura.

FLORENCE NIGHTINGALE AWARD - 2015

Dr. S.S.P. Warnakulasuriya received the ‘Florence Nightingale Award ’ - 2015,
from Sri Lanka Nurses’ Association (SLNA) for being the first Nursing personnel
(i) to receive President's Research Award in 2014 and (ii) to be awarded the

Doctor of Philosophy (PhD) Degree from a Sri Lankan University (University of Sri
Jayewardenepura)

‘With reference to job satisfaction
Nightingale had this to say ...

“ A good nurse has a
_professional pride in vesults of
her nursing quite as much as a
medical officer in the results of

his treatment.

There are defective buildings,
defective administration,
defective appliances which make
all good nursing impossible.

A good nurse does not like to
waste herself and the better the
nurse the stronger this feeling in
her”
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CeuafiGw 2 sitemn 2 Meysmell, AW UITWSHHL  QUI(PMBHG  AMTHUIHHHO  GUTeIBeUBMIL 63T
QeweooCurgl  WLTHHTOD Uty G  QuBEEBeN  sleEF  Flov  DNSlEBmBHET GBS 66T
T amILD, SBVWLWTE  Fepd  FHWT  LUTOHeNeL  FTibhdH SLBUUTHST, LTed FHWTH  eudSldb@LD
HlemeVBEHID ReVMINHLI  CLIETTIHET CBHRISUI  HIEHIAIFIET QISI(LPMBHEG UMTHOUHBBHT LIS HIHHENENT
P BfSBBmen 61658 HHBHHIL 60T DHCeTHBLOTe PUINTETTEH6T 2 L 631LIHE 63TMB6M .

Quesiiseflen LNyHuellysbE6T: OBHEHHISU  HIDETOITTO  IGTI(LPDBEHG UMTHEMD  HCeIHIOTEN  CLIGTTEH6IT
35 uBpsll  BGuaeuglsvenev. DIGHJIL6N  HOWD  UI(PIBEHG 2 L LUBGHIHID 6H  HiewemieumL Geor
OHTLIBHID Liev PeTIBH6T euTpSemeny. 2 FHal CHBEMTT DUTIbUSHHD S GHBIDLSHI6]T, HETLITH6I,
S0 I LT, &S DMIBHHATHENTE L0HHHMEV6UTHMeT BHTHSIBeT. Flov OLIEwIH6T 2 HeNbHDHTH
MOUSHHUIFTEN6VH6T, GUTESey  oBMID  CBEHRISU  Hienewreu] susT(penBUL6T  CHTLFUUIL L BFenaudbemen
QIPRIGD  (PH6UT  HeNEOWIMIGNENMUD  BTHHIBe]. GCBHEHHISU  Hienswiou] —eUei(LPeHBUIL 6T CGHTLFLLIL L
BHTURIBEHHHTE  MHHU  CFemamsemen’l LWTLUGSHHID OCueswider,  eusipenm LB emaudhdHul CFemel
QUPRIGUATHEHSGHH HflelliLglevemnsv. Gemmbe elewienldbemnadwiTer OLesaGen  ausii(psnm LB Gumederd
SINGUVTHEHHEH —Silelbdemmeny. ety GFuiLaIToelen DBarsorer  GUTelle DNSIHMBHET  Fnl_
QSI(MB  CFUISHNTHEHDHE 6IHTT FLL  BLoUQHMS 6IBLILUSDBEG R BHFOFOaH60emev. 1] umISTEI6L
HBO®ETmey CQFuiud il OHTLTF Fwumrs 2 wigamsBa sTeRILBHGIBH. Talmid BHBGHWD GHEHHIS U
HIWIAN] QUSI(LPMBHGHID emLuflevren QHTLIL UBSld Seueiorsd ule] GauiwlilL6lsLensv.

&HTHML  ugHulenfler  BLoQEMS: (DJFTHIG  MUSHHULFTMVH6M 2 6TeM )  LIT6LHIEN6D
SlQUILIEDL_WITHBHOHBTERIL  suaii(penm  (pempliurl K Cwsng wmpid WHHIm Llwenv (B &svevid) Gumeis
HEmeLWIRIBET — OBHRISU  HNEWOITH  QISI(PDBEHEGH PTG  QUeIsEhHE FHFns’  wBEBID
A BeorFemen  aUPBIGH BT, Seweu QrewiBlD FLL 2 Hol JV0H GUIBHUW HTev &l B eugFd Gumeim
geovenl CremaudeEnd@ — MaUSHULFTNOHEHHE 2 6EHD  eVevdl  Geusfulleud  UflbaHienTHemeTuDd
QULDMBIG BB, LITEOHIEN6VENUT  SHQLILINL WITHHOBTWIL  elaii(Lpenm  (pemmlLT’ B Gend  1oB@ID  10&HSHIMm
wero Blemeouwimise WAITH GFUIWNILLTHHTE0, CLmHE6T HodEGHsd CHemeuwimear CFenelsmensiil

QUBEIECETETH BT  6T60ILIGI  6TDHGHSH  OHflurgieieng. GCuoed GSevhmEF  Glpevlsd  GCHEHBISIU
SIS QUI(LPENBEHE PNMTHOMB  CUETIHEHHE 2 FHal defddHeans  &FSrHTy  ugmofliy  wBpID
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Campevgry eampfuwigseisnr oipsle), Hmer, WeIILUTRIEG OHTLIUTE W GUUBSSIULL  UIe]HE6T
srewilILGE simsen. CFenauuisnen BTHB M OCLIETHTIHMETS HENMBIGLILIBGHHIBHEMB  OTILTRIGL 6T  QFWBLIGHH6D,
6UGHI(LPEMM PaDHHHBGH  CUeIHMeTS — GHBMBID  FBIHeD, GLeIHeT  HHMOWTES  (PUBFHHT60
BevswsdwF &FJ Gl  (pUd 66l BT  QIPHIGHD CUTEIB BLOUQHMBHMENE Flov  SHBTHT]
ugmofitiy OHTPeLFT] BHiemyoeT GLBOBTEIL HTHF Fov FTIMBIH6IT

61 HHIBHTL_ (B3T3 60T.

CareenasaIGLY, FLL / b [pLaNgHMS: Uf svmsTels el (b eusi(pemB Hmend HbBHGHWD FLLID,
QueTEH6T  HIDWH  euei(pemB  BLBOBTETEHID  HIMEAITHEHDHE 6IHTTH  REML_SHBHTE0 LITHIBTIL]  SHL_L 06T
603l 6m6DTL CUBBIHOHTETUSBEG DILSHWeNSHGBH. SeuauTy  CFulnsBE uaIpenB  LUBBIW

FTLHWRIBNENT  DUTH6T  UPHIH  Calewi(BD.  DIHHIL 65T U6V  FLOWIBIGB6I60 Sl SbBTevll  LITSHISBMLILS
BLLEMET  QUPHBIGSH60  HTIDGHHIBEHD  JBLBH B,  ERemL_BHTe0L] UTSHISMTILES — HLLEDET  Q6IMmI
QUPBIGLILL QMBS — CUTHIL, @eMLSHBTeoL ~ UTHISTILS SLLenel el DiIPped  CFUIeugHmaTe

QUTBl(LPEMBHET EELEOTEMLOWITED, S 6WIH6IT OHTLJHEHID susi(penpenwl CoBesTedleimeny. 1f 6OmGTF FL L
(wpempuled SmemiliLBalem  SenL OsueilldeEmd, OCLeHiamenuD OBHEISIW  HENEI6UTHNTED  HHLDSHSHLILIBLD
QUST(LPMBEG GIHTTN 2 _Hall Ulenerr BTHEUSBHTH HEUTHNH UBBENGOU|D LITHEEBIOBE. 2 SHTJ6emILOTS
slmemialsel FUL FHwmsl UflbaTeoes, SH@oebHB@EeT B el emFdl e6iilgl FLL (LPenBUITed
IMSHHBHIUILTSH  QeiBTECe 2 6TeNgl. gmenul OBTeTMBHEHD  QRUPHIEG IS HEHD, GLICSHmeN
AIGLEAT SHIMEAUTHENTEL  HBHDSHSLILBLD  QUI(PDBEH G Coauld 2 _6iTeNTHSHaIQUIRTHETTS
AHBHIIQUIMALTES 2666, 2 HTTewIond  Senienouied Geuefleubds (2013) DFFTHIGSOHTETMHWITEISI,
CaTlesETE BTLL allBF CFe0eDd  OLIH6T DaIJHend SHeuaufle Diaiodemul [ LBGsusmi(BLD
TEITLIEN Héb S LTWIUBSHSHIF B EHI. @HCBTeITeND  GILICTTIH6IT ST UEWIHOM  DISHBMTSHMBHUILD
SL_BUUTL LD DI(LPsOLIBHSHHIH MBS

U6, BHOL(PMB LBEID OCETeTensaIGli eleneneysmst: 1f somsTals GeoumILIL L LOTHTEMIMIGST  OBBID
usGeumu’ L. &eor, uUewiLITL (B, Fowiliilereeniuled 2 6iem  GUewissT  1HHUTL  @GMILIUTES S HLOGKTLOT 6O
2 B6yHeMed CBHRISU HIMIAITHNTE HHDHSHLILGLD  ausi(pens uUBs ule] GFuiw Ceuswigul GxHemeu
o 6eNgl. B HHLGUDBISOB  Cremaumenenl CQUBBIGEOHETeTSBEHI CUETIHET sTeUITR  26mdh @il oHaHLILIL
(PQUID  6TEITLIGID  6TLDSHGHSHOSHFIWTSHI. SIVeVGHI  OBMH MISU  HIEDWUTTHT  BHHDSHHID QUGN (LPEDBEH &
® 6ienmen  GLIEHTIHEHHHT  CFemeubemen QIPRIGASHBGHH CHemauWITar Dinsle], W ILTRIG, LOBBID FHBeTsHei
CuneiiBeuBenBF SHBHTHTIL LFTFiiy, CHTPeoaTt oamiuifseT GETERIHETENEIT 6ITLSID 61LDHEHSHOSHFUWTHI.
FULMG G0 HBPFASIH L mSEnHD Cuswiselesr 2 Fflensenenis UTHSTUUNHSUID  GBHLDLSHII6TEHLID
FPSHIV 1D SiaUTHeMeT FOT DbHavHemed 2 Mg OCFuleusHenanujld GBlGHCHTeNTHS OB HBH
Couemi(pd. oIFFlsd WBBID  HTOTEID  6I(HHBHImgUl  LUSHeNBHmevdeaied LMIGCHBUSBGHSH CHeweuwmen
QuenTenilell  UBBeNEL DSHSBFILSBE ULTLBMEL LB Fepd  FHWTET  HOUMTEN  6T6WI60ND,  LIT6VHIEN60
AEBUTEMIGET  oBpID Oueiideflsl  SipHervgd  OaTLgures  LgsFdflevensst  uBp  aBHHOTULSBES
weirgmiflenio  Geueutt(HLD.

@& gmymogd Oeuelluil Baders HBOUTEHI Wenmuley OFWIW LU Beau@mD S (HEDT 6eTennm
YLD WITHBOHTERILFHI. CosvHd HBaIVHEHHE U FUITHeme
contact@addressingipvsrilanka.ca  et6ti3  WOl6iTeuIEhF6l60 QBT L] OBHm6iss.

Translated by : Mrs. Nisha Abdeen and Mr. M. I. Safeek, Lukes Media, Sri Lanka.

Reviewed by : Dr. Mohamed Zulfika, Ontario, Canada.
Final review by Dr. Parvathy Kanthasamy, Toronto, Canada
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Qevmienauled CBHMISIL HIENGHEU] GUST(LPENBUID HBTHTTHHIND L|FH60
BL_6)19 &6 & & GIHLD

HOMHF. CFumed GHMmBH, HLTHS. UHFeOT MUIGHFW, HOTHIH BTEIHT GHeUTHHMT WBXID Gevel CFsveugHieny. HTIIOMT
ST, QIUITFT LIOSMeVSHIOHD, QLTT6TCLT, &6ILT. WHHSeN LD, GBTIPIDL LSOEMeVSHBINHD, 1f UMISHT.

QuenTaEpHOBH T OBEHRIS W  Hieneoeu] eusiwpsns  ([PV) eeciug, HBCUTEH 2 L
QUMDHSH! CBTENYHBGD DIGVEVH! (LPETENTEL UTDHEHI CBTenTgMhHbSH Hlenenreufleamsd (601
HIMEWT, HEWIGNT, HIMEWIANT, Eenel LIBIGHTIT) SenpdELILBID 2 160, UTedluled, eITulepsy, LOMmID

o on FHwmew  HeIgCunsmIEeT,  ULGum  (pemmHeflenmeonenr  HLGUUTLG  BL HDGHDB6N
CureiimauBenmsd GBHGWL. 2 svdenmalul  FHulsd cpsdim  Ouewidsellsd  @meu] OCBEHRIS W  Hienewmrou]
ausipenpsen  (IPV) omueusdng o stenmdl Qmédameny.  Revmmaulsd L LIGHFmIS6T6e0
CumOsmememiu’ L opuieyseflesr L  18-72% eisomen  OQUeWIHeT  SioujHengd  euTpHmBUllsd  Flev
FLOWMRIH6T60 OBmRISW  FHenewau] eausr(penBiendd(IPV) o stenmdlusieneny. =  BSILULBRIGeT60 6uTIQLD
QUBIMWWTEN  GHBUURIGMeNEF  FTJhd OUHIBEHD  WHHHHOMEL LTHBHIULL  LUGHH6eMed  eudldb@id
QueTHEHOLD RHHMBW GHHRIBIUI HINEIEU] CUT(LPENB HLHHIBEDHHEGH AHHID (PHH CBTHHHIGT6N6].

OBEmRIF W Hlenewial] IaT(LPmBEHT OHTLIUTS Cuemidellel LFH60 BLOUQHMBH6IT, SHeonlul L Falulev
SIUTHEIT  QUTIPD  GHlp60 BMILD  CHERISW  Henewied] QUSI(LPMBEH6T  CHTLTUTE  DieUTH6IT  DiEILIAILD
SlgluenLuied  CoupuBlo. OBMEISW  Hevewiod]  II(LPBHEHHE (WHHICBTHHSHIGTEN  GILIHLOLITEOT6
QuemideT 1B UBMS Guaiudlsvemev. SieUTH6NT CBHTLIHHD LD 6UHLMIGSENTES HOMWSH HadFCLTSHISHEG
2 LLUBSHHW Hiewewiau@rrh  euTDHH  aUBASIBETT. U DH  COHTLIUTS  (PpSHETeHD  [HeNEVUIT 6
2 galsemenl Gup  elmwyGat Siaujsengd GOWUD, HeWILTHT, W60 ILLTJ, HH HN6VeUTH6NT
CumetiB Fepd HWeveuTHBUW HTHBETBENT. OHHBRISU  HEHEWIAIT CUST(LPEDBHEHHESGTNTEN  HH  HMBHDH
ABHHHCr  mHHIUDmeT, GUTeSerd Hleweowld, [Hevel &l CFemeussnen Gm  GsTelTEmHD  (PH6UT
HEMELWIRIBEHHGHF OFTMIEToN6NT. BT Iged HTewlUBD WL BUUBSHSIUL L HHT6)] BBID CFeneussErpL_ 6
utje@ Curgl Ou@buTeuTer CQUEHIEEHHEH DieUTHMET HININTCTWLSHIHISGTNTHHW  Hienenieusn] il (h
alev@ad @m CHJams mwauglsvensy. gsraied HIOANTCWTEHHBEG 2 6ienmen  GLewIEeMe 2 L 60,
o onm FHwmenr eleneneysmsl, HOLIFEWLTHD WBEBID CISI(LLMBE6T  (PIYAIHL HHH6 LIGTe(HD L0  &HT60LD
HEM6VSHH (HABHEVMD.  DAHETEL  HHTHMTY,  UFTofliy  QHTPBpens  HeTHEHLT  deuJHet  GFHTLTL]
CasreToupBaTen  FTHHWPeiB. gemeil Caemey  aupmIGeGrTh QUL LTed 10d  iHlebD.)  sanGe
@evmisnaullen  Liemrewremniiullsd QBBHRISUI  HIHEIAIT  CUTI(LPEDBHEN6T  MBUWITETNHBEH HHTHTIH Hlenmullsd
Heued OFsVIH BN

Caemeudmemhd @6l STemLILBLD OBHHISIL  HIHeRT6U] 6UIT(LPNBHET OHTLFUTEN 6UeNBLILITL (B (LPeHMB  c6IenMmLI
WGl &8s mid:

UYBensd 1 (UBHGHOBHS UYHened) BFH  CHIHOHBESILLL — BFewel  aIpEIG /eug sdmeren
QHBIFMMLILTGWD. CQUTHIONTE @M HSHHINT/HTH  HHHIIDMNNGHE/Helalldd aImD  OLMIHEHHE
CBEEHISW  SHiemswied]  suI(BHENTH OHTLILUMLUI Q6B  DisvevH ASBE& OCoBulL  CFemsusemesr
QIPBIBE.  LgHeney 2 eleiug  UGam  Cremeudbemen 2 sienddHul  CFemen  eupmIGeNT /eug S seilen
QRIS MEMILILITGLID.  LOHSHHIOIDMUTD DisV6vFH Hleflalddled QMHBEGWL @M WHHIHINT DIEVVH AHBE
GoBuULl L WmBHITHET/ HTAOTTH6T  OBEID  HUBOTFHTH6NMTEL  QUPBIBLILBID  HBLOTET  BFenelsHemernds
GBBGW. LgHemey 3 eleilgl Hiemp alfle] UGHSILULL LGB CremeussT CETEHIL @ @HHIS) DI
WpemBWTGD. LsLGoum @ miseaiey, Usvald Cremaudens aupHIGaSHIL 6T WeiBD WemiBlo CFemeusEnhd
o 6ieNd QST CFUISB HlenmevsnWUD OlmemighadELD.

SIBps  BIhBHeMNsL STewILGoIFH CuUTL  FevmIMBUINID  HETHTTHHIMB LG  [BLAIQHMBHET L&
QugeuTala QLD GUBMI QIMBASIBH. (PHM BLLIQHMSUITS LT6OHens0 FTJhsd esi(penm Coens eeim)
2002 b e (PHe  (PHeVled  SMPHILUGSHHIUI L G Dewel FT  Dievevdl  Oeuerll  Grmuimeniy
B EHBHENBIBET DIVVHI HHBTHTTH Hoval Llfleyserisvleion .SieuFy CFenel 6MIDWIBIGETTGHD. E6n6aIH6I60
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QEMMIL 6 QHTLILLLLT6D UTeLBlemsv  ausii(pemp  Goengenul HHaUSHSHGHWD DFF FTFUBB  Hnieuehigei 6
ACTFHTH6NT, DiauTsmeler CFTHS

QUM ILTGTE60HEMET  LITeMIEHE0MLD.  DIUTH6IT  OTHenBWITr LgHleney 1 CFeneudend@ UMD, LOHIHSHI6N
HeneLWImIGmeNTd HlJ GUIEU  HTeVD HRIGID iBH6T, FLL 2 Haldel, LBBID Fipd CFemeldei
QaTLUTe  eueMmIGmeTUD alHSLILenT CFemeussmenuid eaulpmigeomd. 2011 Sib Siewngsd BTG WPpHId 10
LUTeLHleme0  ausii(pemB  Genasst  Smb Hen. QrewiLmeugk  wpwBddFwrs 2007 b oG,  Oeuerd
Crrwmefsefen wBEBID DUFy HewebIHeNmSEHLT  CHTLIUTE  10HSHIMH Tws  (BLyme] E606VID)
SATIDLIDTENEH. RBHBDFHSH H L SHH S HTHITHD, OHHBHIQITHEHID DHHHINIDNIH6TL BFenaldbemen
QIPRIGa] (kb e FHwmer Hauslly, PCeorFensnd Caemeumein). AHCHTH OHBHHIN LOMEHEHEE)
GeuelBw ( GBHW HTeVD HRIGD 6iHH6eT, FLLL Halden) GFemer OLBIISBHTRN  &GHLILIEN]THEN6ITUILD
OBERIF U SN  QISI(LDBHEHHE 2 _6ienTen OB EHHG alphIGa]. 2014 b  Hewi®, BTG
WD gBsGmBw 20 WHHIMm LwF Heneowmsst Smba .  (stel. TGS,  LLT6OH6N6D
souenbGallwll LeiTell, SHHTHTT AWWFSH, SHMUULL QHTLIUTL6D). gemeiiul BTBHeMevisTen QflL OB HoBHIY
mowl IGHfdw @HdH, WHHH Uws (Lybemsv 2) s&flw, elfleuren eugFdHlseaien @HmSHnemILTGD, S
CeousuCoum @)L misefevisien  CeusiGoum  HBHEHHBHT  CosvdHd  Cramaudensn  DHLQIHMBEHTEN
QTGS 2 6TeNL SHWGH  gOlaueiiBTed  Ouemidsmen  GuTeSerd, FLL 2 gHelHel, FF  FTUBM
HIBICETRIGET, OTHTEm L L SHFHeoTen Fepsd BFenel [HlemeowmibeT LOBBID GUTelSHEL 6T QenemrlILIGHBE,
alfleurent  lFSLUUMISGSBILIL  (PpenBeOUl  LOHSHHIN 2PWITH6T 2 (HeuTdhdHlleneneny.. ReHl @  Fprumest
rsHflwnsd s iLbGaS B eleflenid LISeNSHIOTET [HEDL (LPeHM  FeUTELH6NT, QUMTUIHBHETHLD  E(Hd S 636
QuwrgHfl HBEUTHID STEILILGHABHT 616iILIGH UMDY sTeuells HIausd WHLILIHD E60emev. 6110&H SHedLLIL L
OaTLIUssT  GBIULBeug  slsienbealsied  WHHHI  Wwemeib@ 2 6TGemuyd  Qeuef@uiuyd  smewILILBLID
&I olene] ( QuTeSHL6, Feps CFmeums, LBMID DTF FTTUBB HHBICUSTRISET ) GHHBEUTE
L L HHCuBW 2 _emeng).

WGBS HBETE  (pemB: RNevminHUllsd OBHHIFU  HiHeWIN] UM(PEHB 2 _6iT6NMTen  ClILI6NTEHEhEE W
Crmeumerlleil  alensiidHment  QHTLIUTR el WhISeT BWSQUISTS  EEVMED. ASHBHIL T SBTHT]
urgofiliy  QFHmidled  BluewiTaefer oD, FHUBIHBHTR 2 676  HPUIHHHemev, OBIHBISIU  HENmT6l]
ausi(emm  BFemen orFflEemen WH elifleunen euslauTm OCETewIH BLSHHIUBHI 6160ILSH COHTLIUTS eT6dalH
HBAVBEDHD  @Revemev.  gOeellsd 10 1evedulel  GuedTdEHD, Guew  L6TenensEHID  eUTID  (SIFS
CrTuISHHTHS  aiHmGeT)  QBHBEILIGE, WL GUUGSHSLILL L  sTenrenllbenduleorsn  LIT6OHIENsY  aU6I(LPsHM
CuwemaseEpd WHHIH LTwgF Heneowmsenl 2 sTena. Sevmiensuilsn gl B CrsHsd SFSHTHTT CFeneudseen
UFHl60  BLAIYHMBBEHD  6T60meVLILIGHHUL L Sjenell@eorCuw  sremiliLpSlenmpen. 6HCUTeL  GoB@sItil L
@rewi(y  orgflesmenuiid WwHIIH GFuleuHID, BHemeuwimen OTBBHIGMNF OCFUIOISID WS DUFWILDTEGHID
HCHTH CarFAwnl LHFHev Siewey SenfldbslL e GouswiBd (LgHemen 3). DSHHIL 6, GHemeuwiTanauBenm
QUPRIGID DITF FTIUBB Hnleehiseler CHTIHIBUTHSMENT DenLWITeND &  HILeTlIUSID, HHSHI6N
weneid@ 2 6o Geuelluland OBEHISW  Hienewal] sui(penBd CHTLFuUTe CFemeudemen SienLWIT6NLD
STEWILGID (PSS WIOTIHTGHD. BBHWTH, OHEHBHISW  SHinewiod] I (PemBmUL  FSTHT]  Hiewmulsd
weimiflemiod@d 2 fSTheamigul  UHTITET  CBTETMHMBMENUID HIBHDFF  BFOHMETUID 2 ([HEUTHEHFH60
QM (WHIWDeUFT CHmeUTS 2 6iTeN.

RbFMmBHH GUELUTE HSBOUTH LrafleésliuGasBg Wentule Quiwi BGds CaTemngmeb@&G &L (Hewy
Qaislell  SigliienLufled  DMWHSHHTGH 2 MmBEHHE Csudlsd olugmsst Pl CousmiBLoTaITed  FHuley
Qauigl PAFWIGLT QHTLTL CHmeiTenaiD.
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Intimate partner violence against women in Sri Lanka: A summary

Dr. Sepali Guruge!, Dr. Vathsala Jayasuriya!, Dr. Nalika Gunewardena® & Melanie Selvadurai!
1 School of Nursing, Ryerson University, Toronto, Canada ; 2 Faculty of Medicine, University of Colombo, Sri Lanka

Intimate partner violence (IPV) is the physical, sexual and/or emotional abuse by a current or
former intimate partner. Worldwide, the majority of victims of I[PV are women. Research
suggests that women in South Asia are at a greater risk for IPV than women in other parts of
the world. This summary describes the situation in one South Asian country - Sri Lanka.

Patterns and prevalence: Most research estimates that 1 in 3 women in Sri Lanka have
experienced IPV at some time during their life. A few other reports (based on small to
moderate sample sizes) suggest a higher prevalence rate (up to 80%). Research also suggests
that prevalence rates are higher among women living in areas affected by civil war in the
Northern and Eastern provinces, those in the tea estates, and women residing in urban low-
income areas.

Risk factors: Some studies have found that women experiencing IPV are younger, have less
education, and live in lower socio-economic conditions. Other reports suggest that these factors
alone do not increase women’s risk and will only do so when combined with men’s alcohol/
drug abuse, extra marital affairs, and experiences of abuse in childhood. However, most
researchers agree that strict societal gender roles/relations increase Sri Lankan women’s risk of
experiencing IPV.

Women'’s responses: Most women facing IPV do not talk about it and continue to live with
their abusive partners for years. Those who seek help primarily turn to their family, friends,
neighbors, and community members such as religious leaders. Few women seek help from
hospitals, police, and agencies providing IPV related services. Women who use health care
services for [PV related injuries often do not tell health care providers about the abuse. Even
fewer women report abuse to police officers; among those who do, most reports do not lead to
legal action against their abuser. The rates of suicide in Sri Lanka remain high but the
relationship between these and IPV has not been examined carefully.

Health sector response: Gender based violence (GBV) Desks and Mithuru Piyasa (Friendly
Abode) centers (located in government hospitals) provide ‘treatment’ and counseling for
women experiencing IPV. Both also provide some in- and/or out-of-hospital referrals to other
services, such as legal aid or short-term housing. Because GBV Desks and Mithuru Piyasa
centers have not been evaluated, we do not know if women receive the services they need.
Furthermore, there is limited research about the knowledge, skills, and attitudes of health care
professionals in helping women dealing with IPV in the Sri Lankan context. Evidence suggests
that some health care professionals have stigmatizing attitudes towards women who seek
services, blame women for abuse, and advise that the women can fix the situation if they try
harder.

Policy and legal/justice response: Sri Lanka’s Prevention of Domestic Violence Act allows
women to obtain an Interim Protection Order (IPO) against their abusive partner. To do so, they
have to provide evidence of abuse, and often there are delays in issuing [POs. Even when an
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IPO is issued, men can continue the abuse as there are no IPO enforcement mechanisms. Gaps
in the Sri Lankan legal system also affect women and their ability to seek help for IPV. For
example, marital rape is not recognized by the legal system unless the partners are legally
separated. Other policies and regulations can also make women further vulnerable to IPV. For
example, a recent (2013) government policy requires women leaving the country for
employment to seek permission from their husband; this enforces men’s authority and control
over women.

Research, practice and policy implications: Research is particularly needed about IPV in non-
marital relationships, among women in different parts of Sri Lanka, and from various ethno-
cultural and religious groups. We do not know how women can be encouraged to seek available
services or if health care professionals have the required knowledge, attitudes, and skills to
provide services for women who have experienced IPV. Laws, policies, and programs should
aim to protect women’s rights and ensure an equal status for them within the home and the
community. Addressing societal misperceptions about gender, gender roles, and the status of
women so as to increase women’s ability to participate in politics and decision making
positions should be a priority.

This summary is based on a paper currently under review for publication. If you need

more details please contact the authors: contact@addressingipvsrilanka.ca
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nf eomiETalled CUENTIBEHHOSHTTE OCBHHISII HIENEIGUT CUBI(LPENB : FTJTDFLD

HeomHIg:  Baumed @@(B&,], HEOTHIH: eUHFe0T gm@rﬂu_ll , SUTHE : BIevlsH @msu'rrg,mZ , Qoevell GFsveugieny

1 srwy seoerfl . BT LsvBMevEBIRHED, QFmeiGrm, s 2 wwbHdien LD, GSTIQLL LsOSMVSHIBL ERe0mmns

QBEmBISUL HEHETOIT eUT(PeNB 6T6iILIGI HBEUTSHI, Fnl QUTDHGI CBHTENYHBGHID DIEVVSEI
(LPIT&N]  UTLDHH QBTEWTHHSH OHBHBRIGI HMAT QMHOUT GBLBHHIH M 2 L 6V,
uTedluled, 2 6m FHWTr HISLBISHHOTGHW. RHaUMEEH ReuBmled @eT@mm LsvGeur
BisIpeVTD. .2 _sudenmeiul FHulsd, GHERIEU HNEMITTEL QIGT(LPNBE G

o eaienMm@GUalTEHeled GUHDLITEOTCEITT GBI, 2 60860 6Jemelll LITHMBIH6I60 266
Quenidene allL, GBERIBW HIHEIUTTED UI(LPMBHE 2 6ITeNTGHLNTHT60 DHHSHLOTEETT
OpeT FuIl GueTseiT elenl S UIeH6T GSMIILIBHSmeT. QF FTITOFID OFHeir dFlul

BILTe 1f 6VRIBTAIEL 2 6iTen Hlemsvenloenul elLIflsba6imBgI.

Qurgieurenr CUTH@GD LITALIL] HleoaUI(pD: evmienaduiled 3 GUemHafed @maN] HLog
UTDBIeMey eTOUTIPCHT OBHBHRISL FHIENEEUMHEDL LI UT(LPNBEHEG UETTHIOIBTT 6160
SICeumLonen S Ule&H6T WHULINBSIBe. genenl Flov Dipidbamasst (FBlw wBBID BHSHHT
SlenmeuTen LOTHflHemen SQlILeNL WTHS CHTeRILenel), Sl alaI(pmB DHH ieNalled
(80%) @@L QuUBUHTHE SHTL_BEeImen. 2 6MBTLH W HHHHMMe0 UTHSSILULL QI SHE,
HpHG LOTHTEmIGBTNE 2 66N GlLewissl, GHulmend CHTL L miseied eumpd GlLI6wTS6IT
LBBID BHFUITCHFmSaTNL GHMBHS UHOTEID CLBBI UTIPLD LGSHH6M6d euTIpLd
OUETEET 0GHSHUT Snlpul IBHSHH0 BbSH EUBILPEND HIBLPEIGIBHI 6160 YU16)&H6IT
GBILLIBaement.

UGS eenenalb@ld SITMIH6T: S6NlD aUIGHIDL U, H60al Hensd @GemmbhSH LOBHBID
GMBEUTEN  FePSLI-QLITHTHTT Blensvenioullsd eumpd GlLiewrsGem OBBHRISIL  gHlenewTou]
QUSTI(LPMBHG DIBHBIONH YEMTHBE] 6len Flov L U16)SH6NT  BH6WIL 1l[HSHIET6NT6M.
QBHTTENH6T DTHHTID HOMUWITE CUTIHEHHHTEN ULIHMSH DAHBFI VM6V 6T6R|LD
SLETEHEMN6T  DGHINILITaIene, CUTESHLIGUTHET LTelens, HHOswISHHIGE GeuslBul 2 siTerm
2 Beysmsll, Al UFTWHH6L QII(PIBHEG AMTHUNHSHH0 CUTETBEUBBIL 65T
RemenribBuTdl WTHATC sieuTm @L 1D QUBIB BT 6TeF Flov DN benDHH6IT
GG aleimen. steNenid, HHEMIOWTEN Felpd FHUWITE LT6OHEmeY &FMibhsh SHLU BULTHSHEN,
uted FHWTSH UHHGD HlenevdEHD Eevmiensdll CLewIasT GBEHMISU Hienemntelfler
QUSII(LPMBHG UM GHEUSBHTEN YLISHHIHHMET IS HFleHSI0Be 616013 &H[HHIHIL 60T

SIBHLOTE  YUIITENTH6T 2L 68TLI{HE 6136017 .

Quesiiaeflen LATaLIedlIL|BE6IT: OCHHRIFU HIEHERTOUTTED AIGTI(LPNBEHE 6T 63
SIBenamLomen Gewiiasl i UBPSIL CUasIFH0EmeV.  DISHHIL 61 HLOMID QIGN(LPDBE G

2 LUBHHID 6H HiewewaumL Cer GHTLIHHID Liev 60I(HEH6T UTDEHIIBeIT. 2 FHal



CarbBBouty UTIDLISHHD S GHBUSHBHET, HEWILTH6T, Dulsd i LTJ, Fepd
DIBIBHHNTHENTEN  LDFHHHEM6VAITHEMET HTHAIGBNT. Fov OLIEwIH6T 2 HeldbbTH
MOUSHHUIFTEN6VH6NT, GLITES6TD OBEID GCHHRISIUI HieNemTed] 6UET(LPENBUIL 6T GIGHTL FLLI L
CremaldmemeN QIPBIGD (LPHAIT [HlemeLWIBIGHMETUID HTHS 66T, GCBHRISIU  FHienewTeal]
QUSST(LPMBUL 60T QBHTLTLUL L SHTUWRIBEHHHTH naubHH Ul CFemaudsemenll LILGTLGHSHHID
QuenTaeri, eue(pemB LMK emeubHH Ul CFemeal aIPBIGUNMTHEDHGHSH CHFallLglsoenev.
GMMBHSH eTevTenNdbemdbTen GLemTaGT sue(penm UBMK GLITESe  DisVIOIEVT&HETHHE)
el dbHleimeny. SeieuTy OFUiLaITHele DBarsmTen GUTEe DINSHMBHET Fnl_
QUSI(LPMB OFUIHNTHEHHEG 6THTT FL L BLANQHMSB IBLUSBEH @R HFOFeL6IS606Mm60.
nf evmisTaled HBEBETEMeL GFILD eiFHD OFHTLIFFAwns o wiFeursCol STeRTLILIHES GBS,
aamIlD QHBSHWD CHEHRIFW Hienewieu] sua(penBHGHL SewLuleomssn GHTLTL uBpd

SHEUEIOTS PUIe| Gt ellsbenev.

&SHIHMI LGARUIeflel [BLalgHmeE: (SIJFTHIS MEUHHUIFTENEVH60 2 6iT6em ) LITELHIEm60
SlQLILIEHL WITHSHOSBTERIL uei(pemm (pewBUUT B Ceng wmmid wWssmm e (Bl
@6v6uID) BUITEIB  HlENEVUIMIGBET OBIHRISIUL HIHETIUTH AUI(LPEHMBEHE 6T EHLD
QuenidEHHG “‘FEFens” BBID HGeOTFMe AIPHIGH BT, Remer STewihD &L L

2 _Hall eLeVFH GUIBHW HTev il B eugFd Gumem ejemeiul CFeneudsEnd
MOUSHHUIFTENVHEHHE 2 61EHID DI6V6VHI GleuaNuled LIfiHEHIENTHMEMUID  6)LOMHIE)ES 636
LITELBEmeVEmIL  SHQLILIEHL WITHHOBTERIL ausii(penB  (PempULT. (B Goend wBmID WSS
werv  Blemeowihigse wHIIH CFIwiuLTHHTE, CUeIHeT HobGHEH CHemeuuimer
Cremaumemenll QUBBIGOHTETHSGBEITT 6T6ILIGHI 6110HGHSH OHFwimHieiengl. Gsuid EevmhiensF
@L6060 OBEHBHIBSIW Hienewauflen IGT(LPBEHEG UMTHOMW CLIIHEHHEG 2 Hal
Sieflbdeins &erHTy ugmoflin wipid QHmheogry ssnfuwifseflsr Siflel, Hme,

e ILMRIG OFHTLIUTES 1ol GUUGSHSILIL L. UIeHCem SremrliLBaleme. Gaemeiuiensst
BTHSH B LTSNS HENMMBIGLILIBHBHIBONB  LOQIILTRIGL 6T OFWBLIBGHD, Q6T (LPenB
HBDHHHBGHU CLETIHMENSH GHBMBID FBIHeD, OGS HHMOWTS (PUWIBFSHHT60
BlevsnenWF FJ GaFuiul (Wigujld ster diBleNen] IPHIGHD CUTETB [HL AIIQHMBHMENEF  Fl6v

&&HTHTY UFToflin] QHTe0aFTy mijemryaeT GBOHTERIL HTHF Fov FTeImIH6IT

1B SHHIHHTL_ (B 61360
Qameiensau@Li], FUL. [/ B3 [BLalgdbens: 1] 6vkGTale el B IT(LPeNBHMNTSH

SBIHGWD FLLID, QUeideT SHbbgH s CLoBOBTETEDHD HIMIITHEHHE THITH
QDL HBHTE0 UTHISTIL S L 06T eaiplenel OCUBBISCSETHTOISBEG IS UIeTHS MBS
STy OFWISBE eueipens UBBIW FTLFmisensn DieuTHeT allphis Geusmi(BLb.
SIHGIL6 LI0 FIOWIBIH6TNED S6wL_BhBTevll LITEHIGBMILS HL L N6 GILDHIGEHNIFH60
SHTDHHIBEHD GHRUBH B SeDL BHTeVLl LTHISTLLS HL L6 6iIml SUPRISLILILIQ[HHS
CuTHID, BWLSHEHTeVLI LUTHISTULS HLLenemenul Di(ped OFUIuHBEHTe  QLITS(LPEHMBEH6IT
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wpempuied smemliLpBaes enl GeueldeEnid, CUETIHMETUID GHHBISIU  HINETEITHETTEV
BBIDSHHLIUBLD euT(pemBeHE 61Tl 2 SHalulener HTHAISHBEHTEN DUTHNEH SLBBEN6LUILD
UTHSEHmer. 2 SHTyeniond Hlenswialjosel FU L FaHwmsll LflhsHrevens, &5mLoewr s @6l
BB U FS 610TLIGH] FLL (LPHBUWTED DBISHFHSILULTSH QeBTHEa 2 6iTeng).
MU OBTETENHHEDHD QIOMIEG IS BHEHID, CLITHM6N GHHBRISIL  HIH6TTONTHENTEL
BBDSHSLIUBLD euT(LpenBHE GLDsVID 2 _6TeNTHGHInIQUINTHENTS DY dhHdInIQUINIULITS

® 6ieNIal. 2 HITewIOTS Sewienlouiey Oeusiloubd (2013) DITFTHISSHOHTETENSHWLTESI,
CaTINGHTE BT enL ol (BF OFe0aVD CUENIHET DIUTHeNHI HETelfle DD eDUIL]
CuUBCaIHIBID 6T6iTLIMGHH &L LTUILIBHHIBOBEH.  RH0®T6eTensd GUewIHeT  LFHT6

LW HEMENT DG BTTHMSUD S BHUUTL DL UJD  DI(PEOLIHHHIBHBGEI.

U6, HEOL (OB LMBID QETeTenEa@ELIL] almeneyssi: 1] comismallen Gsumii L
LOTSHTERIGET OBBID LsLBaumILl L @evr, UswiuTL (B, Fowlilerereniulsd 2 6item GlLI6wISH6IT
WwHHuled @SMILUTS HHLoTIDTEN 2 _B6ydHeMed OCBHRISIUI FHIENERTOITHENT6L HHLDSHSLILIBLD
ausii(pemm LB ule) GFuiw Geusmrigul BHemeu 2 6iTengl. HlenL SHHLGLIBIS 6T
Cremaumemenll OUBBISOHTNISHBEGLI OLICTIHET 6leNeITR 2e1dHEGHMSHSLILL  (IQUILD  6TETLIGID
ISEGHHOBHFWITH.  DI6L6VHI GHHRISIU HIMEUTTHET HIBHDHHID CUST(LPENBHE 2 6TT6TT60
QUETEHETHH BT BFeMmeUBMET QIPRIGHNHBSHH CHemeuwimen D6y, LOGTLILTRIG, LOBBID
FHmpeiimen CuUTeBeUBNBEF FHBHTHTTL UFTOFLY, OFHTHe0FTT 2mflulsen O\HTeuTHeTeTeITT
STILIGID  6TDHGHHOHFWTHI. FU L BISEHD HHDFFHHI L HIHEHD Cusmsels 2 [fleninsenern
UTHISTLILMBUID GBLIDLSHIMIGTEHID FAPHHHMID DieUTHEMEIT FLOLDTE  DiHFH6ET0 I 6N 60T

2 Mg OCFuleusHemenud GNHCHTeNTHDS Odmenngmebd Golewm(Bld. HFFluisd LoHB®ID
SILOTED 61(HHBHHIngUl LUHHenevmerey LIKICHBUSBEHH GHemeuuwimen GlLIewT 6w 61
ABBML IHBFUILSHBEG ULTLHeme0 LUBBIWL Fepd FHWTEN HEUBTEN  6T6NT60ID, LITELHI6m6V
QELUTHMIG6T BBID CLeIEeMel DibHerd QHTLTuTen LiFFfenensst Lms

TBSHHIMIUILUSBEG (Werenlflento Ceuswr(Bib.

@F gmymbsFid Qeueuil BHsTs HBOUTH Wermmule QFIWINLL BRI &L (BT eiens

QUL WTHEHCBTEILHl. CosvdHd HB6Uc0HEHHE UFflWiTsensn

contact@addressingipvsrilanka.ca  sreii3  10eiieichgedlsd GHTLIL Qbmeiss.
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Intimate partner violence and the health sector response in Sri Lanka

Prof. Sepali Guruge!, Dr. Vathsala Jayasuriya,! Dr. Nalika Gunewardena® & Melanie Selvadurai'
1 School of Nursing, Ryerson University, Toronto, Canada ; 2 Faculty of Medicine, University of Colombo, Sri Lanka

Intimate partner violence against women (IPV) refers to physical, sexual, verbal and
psychological abuse, and various controlling behaviors by a current or former male partner
(boyfriend/husband/spouse/co-habiting partner). One in three women worldwide experiences
[PV. Research conducted in different locations in Sri Lanka reports that 18—72% of women
experience IPV at some point in their lives. Women from urban poor communities as well as
women living in areas affected by the civil war are at a higher risk of IPV.

Women’s responses to IPV can be different depending on the individual context within which
they live and experience IPV. Most women facing IPV do not talk about it and continue to live
with their abusive partners for years. Those who seek help primarily turn to their family,
friends, neighbors, and community members such as religious leaders. Only a small proportion
of women experiencing [PV visit hospitals, police stations, and agencies for related care and
services. For most women, leaving an abusive partner is not an option given the limited formal
support and services available in the country. Because women experience various physical and
mental health consequences that may last long after the abuse/violence has ended, it is very
likely that women will come in contact with health care professionals (more frequently than
with other service providers). It is, therefore, important that we look at health sector response to
IPV in the Sri Lankan context.

We reviewed available literature about health sector response to IPV in Sri Lanka and applied a
classification system based on the level and type of integration of IPV services within various
health care services: Level 1 (lowest level) involves selective provider/facility level integration
where usually a doctor/nurse provides one or more [PV-related services for women who visit
the hospital/clinic. Level 2 is a comprehensive provider/ facility-level integration, offering
more services by one or more doctors/nurses/counselors within the hospital/clinic. Level 3 is a
system-wide comprehensive integration, offering many services at different sites with referral
and back-referrals across sites/settings.

In Sri Lanka, as is the case in many other countries, health sector response has been slow. The
first initiative, the Gender Based Violence (GBV) Desk, was first introduced in 2002. These are
service points in emergency/outpatients departments or health education units, and are staffed
by nurses and doctors from the hospital and/or by counsellors from the local NGOs. GBV
Desks fit with Level 1 selective provider/facility integration of services. The services provided,
however, go beyond typical Level 1 integration in that the counselors from NGOs managing
GBYV Desks could use their own networks and resources to offer women out-of-hospital referral
and services such as short-stay homes, legal aid, and social services. In 2011 there were 10
GBYV Desks across the country. The second initiative began in 2007 with the Mithuru Piyasa
(Friendly Abode) program in outpatient/emergency departments. Under this program, nurses
and doctors provide in-hospital care (medical attention, counselling) and out-of-hospital
referrals (short-term housing, counseling, and legal aid) for women experiencing IPV. In 2014
there were 20 Mithuru Piyasa centers island-wide (N. Mapitigama, Gender Focal Point,
Ministry of Health, personal communication). Similar to the One-Stop Crisis Center model in
other countries, Mithuru Piyasa involves (Level 2) comprehensive facility-level integration,



with additional access to services at different sites because of the extensive referral system set
up by the hospital staff to connect women with police, legal aid, NGOs, and provincial social
services. This appears to be an excellent model; however, several practical challenges and
limitations exist. While no data evaluating these models is available, our personal
communications indicate that the level of collaboration both within and outside the hospitals
(with the police, social services, and NGOs etc) is suboptimal.

The way forward: Little is known about the effectiveness of the available services for women
experiencing IPV in Sri Lanka. There is also no information about health care professionals’
interest and readiness to be involved in or take up these models of IPV services more widely.
Because there is a limited number of GBV Desks and Mithuru Piyasa centres available in the
country of 10 million women and girls (with high IPV prevalence rates), Sri Lanka’s overall
health sector response is marginal. As such, there is an urgent need to evaluate and make
necessary modifications to improve the two models, and to scale them up to the national level
(Level 3). Along with this, it is important to recognize the work of NGOs who provide
essential, within and out-of-hospital services for women experiencing IPV. Finally, there is a
critical need to develop supportive policies and programs that would make IPV a health sector
priority.

This summary is based on a paper currently under review for publication. If you need
more details please contact the authors: contact@addressingipvsrilanka.ca
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Qeomimnauiled GBHRISL SN GISILPMBUD HHTHTTHHINB LD L AIQHMBEHEIHLD

HOTHFH. CFumed GHHmBH, HLTHSH. auhFeom MUIGHW, HoTHH BTEIST GeweUTHHMT LBBID Gosvel GFsveugHIen].

STHIOT SOV, OFWFFeT LvHMmevHHPSD, CLTTICLT, HaILT. WMHHIe LI b, QHTIQWLL LOSMEVHHED, 11f 6URBIST.

QuemT s EHHOBH T OBHHIS W Hienewreu] eusipens (IPV) eeiug, sB6uTsH o L6
QUMDHSH! CBTETYHBGD DGVEVHI (LPETENTEL 6UTIDHEHI OBTeNTQMHbHEH Hlenenreuflenmed  (6mr
HINHEWT, HEWIGNT, HIGNGIAUT, ReWewT LBIGSTIT) SenpdHSILUBID 2 L6d, LUT6Ulsd, 6uTUILP6,
wBuId 2 e FHwrenr HeglyCursmiser, LsLGam (pemmseiilermeorss &L BUUTL B
BLHMBHH6T CUTTBaIBmBE GHBIHGGID. 2 sudenmallul FaHluled cpsiim CuswIEeTed e
CBEmHRA W Hiememel] susipenmsst (IPV) omiuausdBeE 2 sienrd Smabalenmeny.
Revmienauisy Liev L18HFmIBeNed Gombsmeteniiil L syuieymeier U 18—72% eaisiomer
QUETTEET DIUTHeNHI UTDHMBUTL Flov FLOWIMIBTED  CHEHBISIL  HieNwTeU]
aua(LpemBHEnH&H(IPV) o sienmdlusiteneny. ~ BHSILILBHIGMNED UTIOD 6UDBINLOWITET
GBUBIGENTF FTJhEH OLIBEHD  UWHHHHMTeL UTHESIULL UGHH 60 audldb@id
QuenTHEHOL RHHMBW GHIHRISIUI HIENEMTEUT CUSTI(LPEHB HLISHHIHEHHEH DAHGBD (PSHMHI
OsTBHHI6TeN6N .

OpmRIFH W Hienewieu] eUaT(LPDBEH6T GHTLIUTES Gemiseilen LFH6L [HL6)UIQHMBDHENT,
SUULL FHUIEL Si6UTH6T QUTIPLD GHlp60 WBMILD OBHRISIW HenewTed] 6U6T(LPENBHEIT
CaTLFUTE SieTHeT DigmiLeld SiglitienLufled CeumuBLo. CBEBRIFU Henswrel]
QUSII(LPMBHEHHG (PHMHIOBHTHHSHI6NEN  GLmHUTeOTe OlLewdsT ighl UBps Gugieudsevsmev.
SINTH6IT OHTLIHSD LD 6UBLBIGNTS HOM0SH HOITCWTEHIHE 2 L UBHH W
SHIMICITH UTDHSH! QUMBSIBENT. DY DUFH OHTLIUTES (PSHETENLD  [HlenevUTen

2 gHalsemenl Oup elmbLCT] Sieujsengl @GOBWULD, HeWILITH6T, Duled oIl LTj, LHdH
HEM6LAITHET BT Fepd HemevalTHBUI HTHH BT, CBHHBISIUI  FHIEH6TT6M]T
QUGHI(LPMBHEHEHGH6ToNTeN 0dBdH GHMBHS alHHHOCT LoMmHHHIOIM6, GLTeerd Blemevulld,
Bevell LD CFemeusmssnen Gm OBMENEHD (PHANT HlENeOWMIBEHHEGHF O\FTMI6T6T6T.
BTLI960 STewIlILGL W BUUBGSSIULL HHT6)| MDD CFemeusenLel LTTH@GHD Gurg
QuepbuTeuTeN CUETHEHHE DlsuTHmen HIOFITETULISHHIBG6NTNTEBIW Hienewaleny il (h
alev@ad @M CHiauTs mwadlsoemnsv. gbereafsd HNIFCWTEHHBE 2 sTenme
Quenigeflelr 2 160, 2 6m FHwmem allenena|®He, HOWNTEWTHID WBEBID CUET(LPDHBEHEIT
(PRI HHH6N LIGTe([HLD LISD HT6VD HleneVHH (HEHHEVTD. DIHEUTED &FSBTHMY, LIFTLOFIIL
CHTIBBIHB HILITITHEBL 6T DieUTH6NT CHTLTL CeTeTousBETen FTHIHUILP6TI[H. 6Jen6
Cremer aUPRIGECITE @UUILLTEL W6 DiFHsLD.) eletGeu Qevmiensulles Lieuwemnresilullsy
OBERIFU HieNeTeU] 6UTI(LPDBHEMEN MBWTETUSHBE FBHTHTTH HiemBullsd SHealemd
CFandbaiang s (poHBlwwragl. Reomensullel OBHEISIU  HENTaIT aI6I(LPENMBE6IT
OaTLIuUTE SBOUTH RHEBH B HBHaI0HM6NT WenTuley QFUICHTD. OBEHHISU HienewTol]
auelI(LemBUllell alend LOBBID HID Gumeiimsumpslen SigliLienl_uiled, UsLCIMI &STHTY LIFTLOFIL



CramaldEThd @6 HTMILILGBID OHHBISIUI  HINETEIT GIT(LPENBEHT CHTLTLITRN alenSLIUTL (B

(B eedBLl LyGuwire &8s TiD:

UYPBene0 1 (SUBHGHMBHS Lighlenew) @Adl CHiIbosHHeslLL L BFamel eipmIGe] /eud g ameer
RHHRIBMELILITEGID. QUTHIOITS @ WHSHHINT/HTH  DHSHHIIDMIDHE /SHefefdad almD
QuenTEHEHHE OBMHRISU Hienswial] aIILMBEHETH CHTLTUMLUW Q6B DIEV6VH IHBGS
GuBul L CFenaubsne 6IIPHIG6D. LigHleney 2 eleilghl LsoBaiml CFemealdbens 2 _6iTemL dbadlL
Cremer eaulpmIG6N]T/uFHBeMel QHRISmeILT@GLD. HHHIOIDmaUTsd Disvevd &leflemdalsd

BrEG0 9B WEHESSIE] VS ABBG GLBULL WEHSSINTET/ STHIOTIEST  BBID
N BeUTFHTHENMTEL QUPBIGLILBID DB BT CFemaubemend GHMlG@EID. LIQHlensy 3 616G
slemp alfle] UBHSIULL UeLGaum CFemeuder OBTEMIL @ @HRISNEILIL] (LPEDBUITGLD.
usCauml G misefed, Levells Caemeussnen QIPHIGIHIL 61 6w LOwIBHLD CaameuseEnd@

2 6ieNd IS CFWHB  HensvenWL|D OHT6wIY HBELD.

SICps BTHHMNEL STewilLBaugH CuTeL GevmenBUlVID FBHTHTTHHIENB LIGHED BLUYHNHHEI
e OaHaTsCa G CUBBI QIMAGIBH. (WPHB HLUQGHMBUWITES LITEOHMED FTJHSH
aueli(emm Ceng qeiim 2002 b UeWIh (PHT (PFHeV60 DSIPSUILGSHSULL L FI. Sene
SIUFT DI6V60GHI Gleual GHTWITEN] HeNETHHENMMIBHT DIV6VHI  FHHTHTTEH Heval
Ufleysefevieiion .oeugy CFemed eNLOUIBIGTEGLID. SeNaUFH6ITE0 LOHHHIUOME  LD[HHHINTHEHLD,
FHTHIOTTHEHID  EQHULTTHET DI6VEVSHI 2 6T DJF FTIUBM HBIemhISH6IT 60T

N BeoTFHTHENT  QHULTTH6IT. LT60BHIens0 GHTL LT susii(pens Coengwimengl UgHlene |
s@w BCHIHOBHHBIILIL L eupBIGHe]/auFd mmidmenii CFemeusBenm® OUTHbHHISSBEHI.
TEID  LIQHIeN6D GeiTmIL 601 QBHTLILULLT6D  LTeLHN60 suedi(penB Coengemnil [Bl(Heudsld@Lb
SIF FTIUBB Hpeuemisaien <GeoTgaTHei, lauHeler QFTHSH cIMNEVLILIETET60HNETT
UTelSEHE0TD.  SieUTH6IT THemdsWwTen LigBlensy 1 CFemaudsendd LILTED, LOHHSHI6N
HlememISemend HJ GUISW STV SHRGWD iBFH6T, FLL 2 HelHel, WLBHBID FepsH
Cremeumeil  QOHTLFUTEN QUeMHISMTUID ISHLILEDT CFemeudenenuUd 6ulpmIG6UTD. 2011 b
U160 BTH (PUWSHID 10 uTedBlemev  eusli(penB GoenaFsslT SHbaH6. ET6ewiLTeug
wpwwBdlwrs 2007 b ogewiB, Oeuell Cprwmefaeaien WBMID DUF]T  356n60TEBH6NRIGBEHL 63T
OaTLIuUTE WHSHIMH Uws (BLUBe] @606VID) UTIDLILTEIG. RBHSLFHS H L SHH6T S
STHIOTHLD, LOHBHHIUTHEBLD  LOHHHIOMEIH6TED CFenaudsemsn aUmIGaI] (LOHHSHIeN
FoHlwmenr SHeusdii, HGsorgenend CFemeusmsin). DHCHTH WHHHIO LMBEHHEG GeualGul (
GBI HTeVD HRIGID iHEel, FL L2 Halmen) BFemel QUBINSBHTE IlHUILIEN]THENETUILD
OBmRIF W Hienewieu] cUT(LPDBHEHDHE 2 6ienTen LIS EHHE aIphIGaT. 2014 b
AB, BTG WPWSHID gBSGHmBW 20 WSS LNwg BlemeowmisseT SmbHer. (6160
T8, LUTEOHIeNs0 SHausiidb@Galwlll LeiTell, &HTHTT DADEFSH, SHelUl L GHTLFUTL 6D).
gl BTBEH6MesTen  @fll. OBmESY mwowl WIGHfow @bHsh, WHHMH g (LgpHenso 2)
S&flw, elfleuten euFdHasefen EmSmemILTGHD, RH CousiCam S migefevisiten

CeusiCauml HIMBHEHHHTeN GoevHd CFemaubHemen iDL QUHBHTE UTUILIL|HSHEN6N



o 6ieN_s&HUIg goerepred  Guemidemem QUTeSeD, FLU L 2 Heildel, DFF FTTUBB
HIBIIGIRIGET,  OTHTEn DL L HHleomed  Fepd BFemel BlemsouimidbeT BMID GLITesL 6o
Qe IUSHBE alfleuren elGlLmIHGBIIL (PenBenUl DHHHIO 2emPIUITEH6IT

® (HeuTdhHUleienedy.. @H @ FBLUTer THFWTES STRLILBGHOMBEH. 6T EILD

U6V SHLOME  HeDL (LPeDMB  FAIT6VH6N, QIMTUIMBHEHID RmHbaH6mear. Sowrsfl sBEUTSHID
ST ILBHBHT 6T6iiligh UBY eTealdh HBalsd WHIIIBHID ERe0en6v. 6110g FHeoflil L
CaTLTUSeT GMIIIBeISH sTeTanbleueiisd  LDMHGHHIN WWemeb@ 2 6M6amub GeuermGuIuD
STLLBLD QSHHImWLILTen o] ( CuUTeSHL 6, Fepd CFemeudeil, LOBMILD DTF FTFUBB

HBIIGTRIBET ) GHenmauTer L L &HHEC6W 2 emeng.

(pe@aBmHBmHETen (pemm: RevkieNBUTD OHHRIBI  HIHEIAN] CUCII(LPEHMB 2 6IT6NT6
QueniiaEnsGHFw Creameausmerien allenenddHmer CHTLTUTEN el WBIH6T SINUIGHIMIQUISHTS
@0m6e0. AGHFHIL 6 FHHTHTT UMFofliiy COsmbled miewriTaefenr oujeald, FHUB6USHBHT6

2 66N YUISHSH B0, GCHHRIFUW Hieneneau] eusipens Cxemeu wrHfeenen W eifleurer
auslaITy OBTI(BH [HLHHIOUSH 616G QHTLIUTES 6leualsd HBHaI0HEHID HRevemsv. 6JGleeTen
10 fleveVlwielr QuemTHEHLD, Gt LisTemendEpd  eum(p (DI15He CHTUISSHTHES eiHmIH6N)
@BHBTLIg6L, WL BUUGSHSILL L 6TewTemnidemndUleomsr  LTeLH o0  alsi(penm  GLosnd & erpid
WSS LTWF BeneowhisenGlo 2 eitener. Sevmmaule gnl B Orhsd HBHTHTT CFeneusmerer
LISV BLANGSHMBHEHLD 6160V ILIGHSUL L SjenellGeorCu sTewiiLBalsmer. HCHGLITED
CupeBil L Qo wrdHfleemenuyd WHUTG CFUIaugID, CHemeuwITen LOTHBBHIGEN6ITEF
Caweugid 106 el AHCHTH CoHFWWL L HFH60 Siemer HewlldbHLLL D Cousmi(HLD
(LYHemeL 3). DUSHBHIL 60T, CHEMOUWITORUBNB UPBIGID DTFF FTFUBM 15 BI6U6IIHIH6NT 60T
CHTIBUTHHMET DML WITEND Hewi(B A ILOTNIUSID, 1OHSHHIO OMIHE 2 6T66mu D
Geuefuievid  GHEHHRIFSUL Hienemal] eusipenB  CHTLTLUTN CFemaubemen — DieHL UITETLD
STEMILHID (LPHBWIDTRIHTGHD. QWIS UWITS, OHHBHIBU HIHIAI] CIT(LPEHBENUI FHTHT]T
Hlempuiled @@ (Wpermiflenodd 2 fluisTddanigul UBHTEUTE CBTaTenSHMBMTULD HlaHLDF

BIFELHEMENTUID 2 ([HEUTHGHH60 QM (PHIWeUFT CHemeuwTs 2 6iTengl.

ReEFMBHH GPLIUTeH HBOUTH LTaflesluGasBg Wenmuie GQuiwliul (b
CaTeNghBHGSWD HL_BDT @6l  DQLILIHLUTEL DDWHSHHTGHD 2 _MmHEhdHE 6Cosvds
alugmiset oSl Geuewr(Blomesimed  Hule CFuigk  pFflwmLer CHTLFL GCasTeitemeyi.

contact@addressingipvsrilanka.ca

Translated by : Mrs. Nisha Abdeen and Mr. M. 1. Safeek, Lukes Media, Sri Lanka.
Reviewed by : Dr. Mohamed Zulfika, Ontario, Canada
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International Development Research Centre

Centre de recherches pour le développement international U N IVE RSI I '

RYERSON

Strengthening Health Policy Response to Address IPV in Sri Lanka
Research Staff Training Workshop |

Location: Department of Community Medicine, University of Colombo, Sri Lanka
Date: March 21, 2015
'9:00AM-9:30AM  Welcome and Introductions

Overview of the project/collaboration

Prof. Nalika Gunawardena
University of Colombo

9.30 AM - 10:15 AM Fieldwork in Sri Lanka: phase |

Dr. Vathsala Jayasuriya-lllesinghe
Ryerson University

10:15 PM - 10:30 PM Tea Break
10:30 AM - 11:30 PM Interview methods and techniques

Prof. S Sivayogan
University of Sri Jayewardenepura

11.30 AM- 12.00 PM Discussion
12:00 AM - 1:30 PM Lunch break
1:30 PM - 2:30 PM Research in post-conflict areas

Dr. Mahesan Ganesan
National Institute of Mental Health

2:30 PM - 3:30 PM Role play exercise : Interviews guides and
methods

Dr. Vathsala Jayasuriya-lllesinghe
Ryerson University



International Development Research Centre

Centre de recherches pour le développement internationa U N I VE RS I I I

RYERSON

Strengthening Health Policy Response to Address IPV in Sri Lanka
Research Staff Training Workshop I

Location: University of Colombo, Sri Lanka

Date: March 22" 2015

9:00 AM - 9:15 AM Welcome

9:15 AM - 10:00 AM Overview of field work in Sri Lanka: phase Il

Dr. Vathsala Jayasuriya-lllesinghe
Ryerson University

10:00 AM - 11:00 AM Ethno-cultural considerations in researching IPV
Prof. Gameela Samarasinghe
University of Colombo

11:00 AM - 12:00 PM Discussion and clarifications

12:00 AM - 1:30 PM Lunch break

1:30 PM - 2:30 PM Research involving health care staff — Nurses &
Midwives

Ms. Sujatha Seneviratne
University of Sri Jayewardenepura

Mrs. W.M. Ariyaseeli
National School of Nursing

2:30 PM - 3:30 PM Discussion
3.30 PM Tea and closing



Purpose of the Project

Through a Canada-Sri Lanka research
partnership, this project aims to identify and
address gaps in knowledge, skills, resources,
practices, and policies to address intfimate
partner violence (IPV) against women in

Sri Lanka.

The project will help raise awareness about
IPV among healthcare, community, and
policy stakeholders, and develop a strong
IPV prevention and treatment network.

It will also improve research capacity and
knowledge-sharing/dissemination between
stakeholders in order to create a
knowledge-base to support future research,
practice, and policy initiatives.

Purpose of the Knowledge Sharing Forum
The forum is aimed at strengthening existing
networks and building sustainable, mutually-
beneficial, collaborative relationships with
community, academic, and policymaker
partners at national and international levels.
It is fo generate new knowledge that can
inform practice and policy changes in order
fo improve care and services o women
experiencing IPV in Sri Lanka.

www.addressingipvsrilanka.ca

Ryerson
University

r Violence in Sri Lanka

Looking back: Moving forward

What is Intimate Partner Violence?

Intfimate partner violence (IPV), is defined as
any physical, sexual, or psychological harm that
is perpetrated by a current (or former) partner

or spouse.

“"Worldwide, almost one third (30%)
of all women who have beenin a
relationship have experienced
physical and/or sexual violence by
their infimate partners. In some —
regions, 38% of women have

experienced infimate partner

violence.”

World Health Organization, 2013

Intimate Partner Violence in Sri Lanka
Evidence from Sri Lanka highlights up to 60% of
women in different locations have experienced
IPV at some time during their life. Knowledge of
IPV in Sri Lanka is based on limited research
drawn mainly from the Sinhalese community
due fo a 25-year long civil war, limiting access
fo the Tamil community in the North and East.
Previous work among the Sri Lankan Tamil
diaspora in Canada and Tamils in eastern Sri
Lanka, as well as recent studies in the Sinhalese
communities in Sri Lanka and Canada show
that IPV is often overlooked, under-reported,
and poorly managed.

Date : 13t October 2015
Venue: BMICH, Colombo, Sri Lanka

Sri Lanka Medical Association
fing the Nation

Y ;'_;l Sarving the Profession - Serving




INVITED SPEAKERS

Henrica A.F.M. (Henriette) Jansen
International Researcher Violence
Against Women (Independent)

Dr. Nishi Mitra
Social Cultural Anthropologist

& Researcher

Ryerson &
University s

Henrica A.F.M. (Henriette) Jansen

is an intfernationally renowned expert on violence
against women (VAW) research, with special interest in
measurement, ethical and safety issues. Currently she is
mainly involved with UNFPA Asia and the Pacific
Regional office supporting national VAW studies and
strengthening regional research capacity. She led
VAW studies in the Pacific Region (2009-2013, UNFPA
and NGOs), Viet Nam (2009-2010, WHO/GSO) and
Turkey (2008-2009, HUIPS/KSGM/EU) and was Core
Research Team member on the WHO Multi-country
Study on Women's Health and Domestic Violence
(1999-2007). She wrote “Swimming against the Tide:
Lessons Learned from Field Research on Violence
against Women in Solomon Islands and Kiribati” (2010,
UNFPA), and is (co-) author on multiple journal arficles.

Nishi Mitra

is a trained Social Cultural Anthropologist. She is
presently an Associate Professor at the Advanced
Cenftre for Women's Studies, Tata Institute of Social
Sciences in Mumbai, India and the Project Director of a
UNFPA study on child marriage and early pregnancy af
the TISS-UNFPA Centre of Excellence on Adolescents
and Youth.

She is currently exploring the ‘Vulnerability Approach to
Violence Against Women' and is involved in Cost
Action IS1206 research initiative on femicide across
Europe. She has led several international research
partnerships to strengthen cross-cultural teaching and
research in areas of women's issues, gender studies,
and issues of power and powerlessness with academics
from Brazil, South Africa, Sri Lanka, USA, UK, and
Sweden. Dr. Nishi's areas of interest and research
include infimate partner violence, sexual violence
against women, femicide, feminist theorizing in India,
feminist research methodologies, and feminist peace
and justice studies.

Sri Lanka Medical Association www.addressingipvsrilanka.ca







FORUM ORGANIZERS R

Prof. Sep}iﬁuwge‘iﬂraf-e—ssor and Research Chair in Urban Health Research in the
School of Nursing at Ryerson University, Toronto, Canada. Her program of research
focuses on immigrant health, with a particular focus on violence against women and
children. Within this area, she has collaborated on more than 45 research projects in
various local, national, and international settings. Her work on violence against
women goes beyond Canada, and the findings of her projects have been disseminated
in over 10 languages. Dr. Guruge has received numerous awards in recognition of her
work, and in 2014, she was selected to be part of the inaugural cohort of the College of
the New Scholars, Artists, and Scientists of the Royal Society of Canada.
www.immigranthealthresearch.ca

Prof. Nalika Gunawardane is a Professor in Community Medicine at the Faculty of
Medicine at the University of Colombo, Sri Lanka. She has a keen interest in promoting
women’s health and is the current Chairperson of the Expert Committee on Women’s
Health at the Sri Lanka Medical Association. She is also an honorary member of the
Centre for Women'’s research (CENWOR). Her research interests range from gender
based violence against women, sexual coercion experienced by female university
undergraduates to nutritional issues among women and girls in the plantation sector.
She has co-edited a publication on review of research on gender based violence in Sri
Lanka and have several publications in peer reviewed journals on issues related to
women in Sri Lanka.

Dr. Vathsala Jayasuriya-lllesinghe is a Consultant Community Physician in Sri
Lanka and a former senior lecturer in Community Medicine at University of Sri
Jaewardenepura. She is currently executing a multi-site intervention research project
addressing the stigma of mental illness among Asian communities in Canada at the
School of Nursing, Ryerson University. Dr. Illesinghe has led numerous research
projects focussed on intimate partner violence against women and has received
several awards for her work in Sri Lanka. She has served as the Chairperson of the
Expert Committee on Women’s Health at the Sri Lanka Medical Association, and is a
member of the WHO international network of Violence against Women (VAW)
researchers.

Future Events and Venves

http://www.addressingipvsrilanka.ca/events

Policy Makers Meeting Stakeholders Forum
December 16, 2015 January 15, 2016
The Cinnamon Grand Hotel, Sears Atrium, Ryerson university
Colombo, Sri Lanka Toronto, Canada

For information about the project: contact@addressingipvsrilanka.ca

A Project Funded by:

Sri Lanka Medical Association 3€ IDRC | CRDI

fi|  Serving the Profession - Serving the Nation

Ryersen
University




Knowledge Sharing Forum: Addressing IPV in Sri Lanka
October 13th, 2015 BMICH, Colombo

Participant Feedback

What is your overall impression about the forum?

Excellent Very good Good Average Poor

What were the most useful aspects of the forum ?

Thank you !



Strengthening Health Policy Response to Address
Intimate Partner Violence in the Sri Lankan Context

FINDINGS & CONFERENCE PROCEEDINGS

www.addressingipvsrilanka.ca

guw,  Sri Lanka Medical Association
s Senving the Proflession - Serving the Nation



ABOUT THE PROJECT

b

Purpose of the Project

Through a Canada-Sri Lanka research —_—
partnership, this project aims to identify and

address gaps in knowledge, skills, resources,

practices, and policies to address intimate partner “Worldwide, almost one
violence (IPV) against women in Sri Lanka. third (30%) of all women
who have been in a L
The prog]ectlmicnaﬁzlpc ger\ri]sne] uar\]/;/tarear;lzss :;ibcout 1PV relationship have
:tr;I(::r?oIg;s, and ’develop a syt’rong IFIJDV grevention eXpe”en_CGd physical E_md/or
and treatment network. sexual violence by their
intimate partners. In some
It will also improve research capacity, knowledge- regions, 38% of women
sharing, and knowledge dissemination between have experienced intimate

stakeholders in order to create a knowledge-base
to support future research, practice, and policy

initiatives. World Health
Organization, 2013

partner violence.”

Project Activities

1. Comprehensive review of existing
information about:
e IPVin SriLanka Intimate Partner Violence in Sri Lanka:
* Health sector responses to IPV in Evidence from Sri Lanka highlights up to 60%
low-middle income settings of women in different locations have
« Best practices in Canada and other experienced IPV at some time during their life.
settings Knowledge of IPV in Sri Lanka is based on
limited research drawn mainly from the
2. Research into the pathways through Sinhalese community due to a 25-year long civil
which women seek recourse from IPV in war, limiting access to the Tamil community in
Sri Lanka as well as the perceptions of the North and East.
and responses to IPV among nurses,
midwives, and doctors in Sri Lanka. Previous work among the Sri Lankan Tamil
diaspora in Canada and Tamils in eastern Sri
3. Knowledge-sharing and partnership- Lanka, as well as recent studies in the
building events in Sri Lanka and Canada. Sinhalese communities in Sri Lanka and

Canada show that IPV is often overlooked,
under-reported, and poorly managed.



Addressing Intimate Partner Violence in Sri Lanka
Looking Back: Moving Forward

Knowledge sharing forum proceedings
October 13, BMICH, Colombo

“It was an opportunity to meet different speakers from different
backgrounds, that made the forum very interesting and diverse.”

“We could see the situation in the different regions in the
country and Indian and global perspective about these issues.”

“One of the few occasions that simultaneous translations
were given at a conference everyone can equally
participate - this is very important.”

“This was an opportunity for those from outside the medical
professions to meet those working in healthcare on similar topics.”



L) AGENDA

8:30 AM - 9:00 AM

Registration, Networking, and Breakfast

9:00 AM - 9:30 AM

Opening Remarks
Prof. Jennifer Perera, President SLMA

9:30 AM -10:30 AM

Plenary and Discussion: Looking back

The Integrated Health Sector Response to IPV in Sri Lanka

1. Dr. Nethanjali Mapitigama, Gender Focal Point, Family
Health Bureau

2. Ms. Sumithra Fernando, Women In Need

3. Ms. Udhayani Navaratnam, Women Development Officer,
Jaffna District

10:30 AM - 12:00 PM

Working Groups: Sharing Knowledge

All forum participants into small groups to discuss and identify
key issues and gaps that are relevant for the Sri Lankan context
*  Practice and policy gaps

*  Women’s access to services

»  Services in post-conflict areas

*  Engaging and working with men

12:00 PM - 1:00 PM

Lunch & Poster Viewing

1:00 PM - 2:15 PM

Leveraging Research for Practice and Policy Change

1. Dr. Henrica A.F.M. (Henriette) Jansen, International
Researcher Violence Against Women

2. Prof. Nishi Mitra, Advanced Centre for Women's Studies,
Tata Institute of Social Sciences, India

215 PM - 315 PM

Open Discussion: Addressing IPV Among Underserved
Communities in Sri Lanka

3:15 PM - 4:00 PM

Closing Remarks: Research, Practice and Policy Implications
1. Dr. Ganesan Mahesan, Consultant Psychiatrist, NIMH,
Sri Lanka
2. Prof. Sepali Guruge, Ryerson University, Toronto, Canada
3. Prof. Nalika Gunawardena, Sri Lanka Medical Association,
Sri Lanka




OPENING REMARKS

Prof. Jennifer Perera
President, Sri Lanka Medical Association

Intimate Partner Violence is a significant | _

public health problem in Sri Lanka

Prof. Jennifer Perera highlighted the
magnitude of the problem of Intimate partner
violence (IPV) in Sri Lanka and the significant
role that can be played by the health care
sector in addressing this problem.

She also spoke about the key role played by
the Sri Lanka Medical Association in
promoting education and capacity building
with regards to addressing Gender Based
Violence within the Universities and higher
education institutions was also highlighted.
Prof. Perera was confident that the forum
would provide an opportunity for relevant
stakeholders to engage in mutually beneficial
knowledge sharing activities.

Dr Vathsala Jayasuriya-lllesinghe,
Co-Principal Investigator of the Project

Dr. Vathsala Jayasuriya-lllesinghe described
the background to the project highlighting
the progress made within and beyond the
health sector in recognizing IPV as a
significant health problem in Sri Lanka.

Looking back to a time when IPV was not
recognized a public health problem in

Sri Lanka, and tracing the steps over time
it was evident that many researchers,
advocates, and service providers had
played a hug role towards the present day
achievement in bringing this important
issues to the forefront of the health sector
agenda.

Intimate Partner Violence is defined as
any physical, sexual, or psychological
harm that is perpetrated by a current (or
former) partner or spouse.




HEALTH SECTOR RESPONSE TO

GENDER BASED VIOLENCE IN SRI \
LANKA | =

Dr. Nethanjali Mapitigama,
Program Manager Gender and Women'’s Health
Family Health Bureau, Ministry of Health, Sri Lanka

The Family Health Bureau is the directorate
responsible for women’s health inclusive of
gender-based violence (GBV) issues in the
Ministry of Health.

The national policies that guide this work
include:

* Reproductive Health Policy (1998)

* Health Master Plan (2007 — 2016)

* Maternal and Child Health Policy (2009)

A multi-pronged approach is used to
respond to the needs of those experiencing
IPV as well as to prevent such violence. This
includes capacity building among primary
health care staff about prevention and
management of GBV, developing resource
material to raise community awareness, and
setting up hospital based centers to offer
befriender services, emotional support,
counselling, and referrals for required
services

A Gender Based Violence
framework is used by the Ministry
of Health in Sri Lanka to address
Intimate Partner Violence (IPV)
against women.

Special Focus: Staff Training

» Training of health staff, welfare officers,
and sensitization of estate managers
about GBV

* Guideline to address sexual harassment
among staff in workplaces in health
sector

» Package for migrant workers and their
families to create awareness regarding
IPV

MITHURU PIYASA is a free support center
operated by hospital staff offering counseling,
support, and referrals.

New Initiative Facilitators’ Guide for Trainers
of Medical Undergraduate on Responding to
GBYV is being developed in collaboration with
expert committee on women’s health of the
Sri Lanka Medical Association.

Way Forward

We need to improve and increase access to
services and resources. A service
providers’ directory and facilitators’ guides
to sensitize health care professionals to the
issue of IPV are also needed. Health care
professionals should know how to make
appropriate referrals for victims of IPV.



WOMEN IN NEED

“Break the silence, WIN against violence”

Women in Need (WIN) provides
comprehensive services to victims of intimate
partner violence (IPV). These services include
counselling, legal, temporary shelter provision,
a confidential 24 hour hotline, crisis centers,
and resource centers.

Many incidences of IPV may go unreported due
to shame, fear, feeling powerless, lack of
knowledge, male control of movement outside
the home, perceiving the legal system as
inaccessible and impersonal, and law
enforcement authorities and the judiciary
trivializing issues of abuse and violence.

“There is a lack of adequate
support services and the
legal system has not
effectively dealt with grave
incidents of IPV. Some of the
provisions in the Domestic
Violence Act (for example
counselling and shelters for
victims of domestic abuse)
have yet to be implemented.”

o~ WOMEN
52 IN NEED

“IPV has always been widespread in Sri Lanka,
patriarchal norms, gender stereotyping, and
attitudes have influenced and reinforced IPV
perpetration.”

Ms. Sumithra Fernando
Executive Director, Women In Need

WIN also undertakes preventive efforts
towards addressing IPV which includes
awareness campaigns, lobbying and advocacy,
sensitization of stakeholders, capacity building,
enhancing coping skills, networking with like-
minded organizations such as enforcement
agencies or the health sector, and working with
men and boys to become advocates for the
issue of intimate partner violence.

The organization faces many challenges,
especially when addressing gendered and
stereotypical attitudes and beliefs towards IPV.
There is a general lack of support for victims
and their children, a lack of funding and state
support, and a lack of recognition of IPV as a
human rights violation

Active and coordinated participation of all
service providers and state support is urgently
needed for the service providers.

The community should have access to
information about available services.



INTIMATE PARTNER VIOLENCE AGAINST WOMEN IN
THE NORTHERN PROVINCE

“Ground reality is that implementation
of the Domestic Violence Act is
ineffective because women are
subordinated, stigmatized by society,
and men control and hold positions of
power.”

Based on the reports from Women
Development Officers and social workers
from the Northern province, an increase in
number of cases of intimate partner violence
(IPV) against women that are reported
appears to be increasing. One of the reasons
for this could be better reporting mechanisms
now being in place. Most women report to
agencies and/or seek services as a last
resort.

“There is a lack of
male participation in
overcoming these
issues.”

Some of the root causes for IPV are poverty,
alcohol and substance abuse, weakened
family and social structures due to the war
and post-war conditions, and the changes in
values, attitudes, and behaviors in the post-
war context.

The media plays a role in perpetuating these
values and attitudes.

Ms. Udhayani Navaratnam,
Women Development Officer, Jaffna District

“Most cases referred from the
GBYV desk at the Jaffna
Teaching Hospital is related
to IPV. Domestic violence,
non-partner sexual violence,
and sexual harassment are
also reported.”

Challenges in addressing intimate partner
violence include lack of a collective response,
poor implementation of the laws, and lack of
knowledge about reproductive health issues.

Filling the vacancies in health care institutions
and social service sectors must be an urgent
priority in the war-affected areas.

Way Forward

An expansion of the hospital-based centers
(Mithuru Piyasa) to all peripheral areas is
needed.

Spaces must be created to provide a safe
and private environment for women to talk
about their experiences with counsellors and
social service officers.

Multisectoral networks must be strengthened;
attention must be focused on preventing IPV.
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What are the challenges faced by healthcare workers in providing

services for women experiencing IPV in hospital settings?

“What do we ask and what do we look for?” Identifying women’s IPV-

suspect IPV among women who seek services is lacking.

related healthcare needs is a challenge. Clear protocols about when to J

Healthcare workers have curative and
preventive roles in providing IPV-related
services. Treatment and referral, counselling,
case discussion, and shared care were
identified as curative services. ldentifying
victims and those at risk, providing referrals,
advocacy, inter-sectoral collaboration,
empowerment, social mobilization, shared
care, and follow-up care were categorized as
preventative services.

Healthcare workers remain hesitant to get
involved in IPV-related care. Healthcare
workers lack knowledge and skills about how
to identify victims when to ask about IPV
and/or when to suspect IPV with women who
seek services.

There is also a “fear around getting
involved in such issues” because they may
lack the tools and resources to provide
services “if a woman says she has

Maintenance of confidentiality, lack of
guidance on management, and unavailability
of facilities continue to present gaps in
service provision.

“Providing IPV-related
care is still not a priority
among the healthcare
workers”

What are the most urgent resource
and training needs in providing
services within hospitals?

* Training and developing human
resources

* Improving infrastructure

» Developing guidelines for case

experienced IPV”. Male healthcare workers management
find this especially challenging.
The summaries presented here are based on the overall discussions and are not views expressed by the 8

persons depicted in the photographs.



What are the challenges in
providing IPV-related services
to women from post-conflict
areas in Sri Lanka?

Post-conflict, there is a prioritization of
economic development efforts in the region
with low emphasis on other areas. Defence
regulations and militarization of civil life can
be barriers to engaging with communities and
to improving community awareness about
issues such as IPV.

A general societal impunity towards
violence is felt and enacted throughout this
region as well as the rest of the country.
Political influences prevent implementation of
laws and legal redress for victims of violence.

Women-headed families and their struggles
are particularly specific in post-conflict areas.
Language barriers, and poor access to and
shortage of resources are main limitations in
providing services.

Women and child desks should be in place all
police stations.

“Care providers lack the tools
and capacity necessary to
provide effective services to
women experiencing IPV in the
North.”

What are the most urgent resource
needs in providing services to women
experiencing IPV in a post-conflict
situation?

Improving transportation and infrastructure
will address some barriers to access.
However, access is also contingent upon
healthcare workers’ ability to communicate
in Tamil, and willingness to work with
other categories of staff.

Coordination and collaboration with front line
service providers such as public health
workers, women development officers, and
social service officers, is necessary for
building relationships in the north. Having a
political will for change is imperative in
achieving these goals.




What are the challenges faced by NGOs, social services and other
non-health service partners in providing IPV-related care ?

There is a lack of policies or guidelines on
how non-government organizations (NGOs)
and other sectors should work collaboratively
with the health sector in providing services for
women experiencing IPV. The Domestic
Violence Act does not provide the necessary
framework.

As a result there is a lack of defined roles for
providers and no service model or system for

roviding services. ) i
e need responsible media reporting.

We also need to consider the role of
academia in addressing IPV.

%

Duplication of and gaps in services decrease
the efficiency and effectiveness of available
services.

There is also a lack of integration within the
NGO Civil Society Organization (CSO) sector
and between different sectors. CSO works
are often “project oriented” and with a lack of
human resources, its sustainability is called
into question.

What are the ways in which we can
overcome these barriers and
provide a coordinated multi-sector
response to IPV?

Attitudinal change within and between
different sectors can help overcome these
barriers. If we can identify (and define) roles
within an overall policy framework as well as
obtain funding and state support for CSO
work, we can start to establish a coordinated
effort in response to IPV.

Providing safe houses/shelters
— “whose responsibility is it 7
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What are the prevention efforts
in place to address IPV against
women in Sri Lanka?

“Even though international
convents are ratified and
adopted to address violence
against women (VAW), no
national level strategy or policy
exists to guide prevention of
VAW.” ]

What are the challenges in
advocating for and in the

The Family Health Bureau (FHB) has

developed several resources with the aim of implementation of preventive

preventing gender based violence including programs?

preconception packages for recently married

couples, resource packages for migrant Cultural barriers, attitudes, beliefs, and

workers, and training manuals for health care stigma (stereotyping) mean that there is a

workers. lack of sensitivity among men regarding IPV.
Lack of economic and educational

A conducive environment has been created opportunities for women limits them to

with a separate ministry for women and holding subordinate positions. Lack of focus

youth, a focal point at FHB and DS offices, on youth programs mean that children will

police desk and a help line (119). grow up with similar barriers, attitudes, and

beliefs surrounding IPV.
NGOs and others, such as the National
Institute of NIMH, carry out ad hoc programs
focusing on prevention.

“There are no formal programs
focused on engaging or working

with men as a preventive effort.”




Research for Policy & Change

15 YEARS OF PREVALENCE STUDIES ON
VIOLENCE
I

Dr. Henrica A.F.M. (Henriette) Jansen
International Researcher Violence Against Women

“In many countries, there have been different levels of
transformative processes taking place within and around
a survey. Many women start thinking for the first time

about what is happening to them; their awareness is
being changed. Half of the women speak for the first time
the burden of their abusive experiences.”

Prevalence data is an important first step for
awareness creation and later for policy
development and practice changes. Service
based statistics only show the tip of the
iceberg. Summaries and generalizations can
hide huge differences in incidence, severity,
and risk; context is key to understanding the
numbers.

“Know the story behind the data
and only collect data if it gets
used.”

There are many types of violence against
women (VAW). Not all types of VAW can be
measured in surveys (for example, trafficking
of women and femicide). Most existing
surveys have a special emphasis on
domestic violence. They measure violence by
intimate partners (current of former husbands
and/or men with whom women lived
together); in particular on physical violence,
sexual violence, acts of emotional abuse, and
controlling behaviors by these partners
(economic violence in some countries).

Prevalence Rates, Asia & the Pacific Region (2000-2015)

Prevalence of physical or sexual viclence against women by anyone
(partners and others), since age 15 years
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Some governments can use the term gender based violence
(GBV) to “sweep violence against women issues under the
carpet”.
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AGAINST WOMEN IN ASIA & THE PACIFIC REGION
- |

How do we make sure research data gets used?

« Engaging stakeholders from the
beginning of the research process to
create ownership and commitment.

* Involving stakeholders in interpretation
and formulation of recommendations.

«  Simplifying the findings, relating a story,
and being able to visualize/humanize
data have been useful to engage with
policy makers.

DATA FOR ACTION:
EXAMPLES FROM THE REGION

Vietnam

» A series of advocacy events with
parliamentarians, political parties,
relevant ministries, (Ministry of Public
Security and National Assembly, Ministry
of Health, Ministry of Justice), and NGOs,
with the technical assistance from UN
agencies

» Advocacy & lobbying using a range of
communication materials and involving
the media to disseminate results of the
study

* Visualizing data: real case stories
developed into films, bringing the voice of
survivors to policy dialogues

Solomon Islands

+ Data owned and presented by the
Government and approval from the
Cabinet

* Wide dissemination reducing the stigma
and silence around the issue

* Large media campaign

“Interviewers everywhere relate
how their involvement was a
transformative process personally
and/or professionally. Interviewers
become agents of change.”

Engage the media - prepare visual material
Behavior change is challenging and takes
time

Impact in Vietham

Increased attention from
parliamentarians, communist
party/government leaders and local
authorities, development partners and
donors

Violence against women (VAW) and
domestic violence (DV) included in the
Government Program of Actions
Government reviewing five years of DV
law implementation

VAW indicator included in health
information systems

Impact in the Solomon Islands
New national policies on gender equality and
ending violence against women

Increased reporting of cases to police
Increased police attention to GBV
Increased donor funds and improved
services

New legislation to address family
violence

13




Sexual violence is the primary mode of social
control exercised over female sexuality and
women’s participation in the economy and
society in general. It remains a difficult
question to address as, in most societies in
the world, it is associated with the private
sphere of marriage and family.

Moreover, studies have shown that domestic
violence (DV) is not to be dismissed as
unimportant conflict between loving couples.
Injuries resulting from DV are serious and
pervasive across class and women report
health consequences of such violence
despite social censure and taboos.

Women have little power negotiating safe

relationships:

« Early marriages of adolescent girls are
consummated with force

« Difficulty obtaining contraception
especially in the early years of marriage
until after the birth of two or three children

« Difficulty convincing their husbands for
safe sex puts her at substantial risk of
contracting sexually transmitted infections

*  Women cannot refuse sex to their
partners even when they have genuine
medical reasons to do so, as dictated by
cultural norms

SEXUAL VIOLENCE & THE CULTURE OF
SILENCE:

Prof. Nishi Mitra
Advanced Centre for Women'’s Studies
Tata Institute of Social Sciences

“Sexual violence not studied
much; studies throwing light on
its existence in marriage are
rare.”

Studies on sexual and reproductive health
reveal that pregnancy is not experienced by
women as safe. There are studies that point
to high incidence of domestic violence during
pregnancy and higher rates of maternal
mortality related to complications associated
with DV.

Fetal and infant death due to domestic
violence at the time of pregnancy have also
been noted in studies and have direct
implications for women’s physical and mental
health.

Institutions like heath care, Police, or the
judiciary largely adhere to patriarchal
expectations of masculine and feminine
behaviour which makes it difficult for women
to report incidences of DV and for their
reports to be taken seriously.



A critical appraisal of the role of health services for IPV
e

I have handled many cases of miscarriages and post-partum
bleeding but | am not sure whether these were cases of sexual
violence. Sometimes | may suspect violence, but then it is not for me
as a doctor to look into that. Professional ethics demand that |
remain focused on what | can do to treat the wound or injury.” —

Health care workers in India

Doctors often lack education regarding DV

and an understanding of the barriers faced by

women that prevent them from openly

communicating about abuse. Some

physicians:

«  Justify wife beating

+ Are indifferent to the issue of wife beating
since indifference is seen as objective,
professional, and ethical behaviour

+  See sexual violence as masculine
behaviour and assertiveness in sex

+ Do not understand the significance and
links between physical injuries and
different forms of violence

Health care professionals can play a pivotal

role in recognizing victims of sexual violence
who otherwise remain hidden due to stigma

and taboo on sexuality.

Medical health professionals enjoy moral
authority and respect and may, through their
scrutiny, send a clear public signal of such
violence being condemned. They may also
help in alerting other agencies like social care
professionals and police in situations which
demand such attention.

“We have to attend so many cases in a day
that we are unable to devote sufficient time
to each and every case.” — Health care
workers in India

A multi-sectoral approach to address the
problems of service seekers is required so
that health professionals can be enabled to
make appropriate referrals to agencies which
may be required to provide social and legal
support to women seeking intervention.

Possible Strategies to Help Address DV

+  Multi-sectoral approach — referrals by
health care professionals and legal aid

* Advise health professionals on feminist
perspectives so that health issues are
addressed within an empowerment model

* Use of a non-judgmental and sympathetic
attitude on the part of health practitioners
may facilitate disclosure

The Accredited Social Health Activists
(ASHA) are currently engaged as a part of a
rural health mission to be the interface
between community and public health care
system in India.

They are women activists belonging to the
same community and have become the first
contact for addressing health needs.

With continuing and advanced training,
ASHA workers are seen to play critical
preventive and corrective roles in cases of
violence against women, child marriages,
teen pregnancies and dowry-related violence.
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CONFERENCE POSTER

PRESENTATIONS

Forum attendees were invited to showcase their work in posters. They presented
work covering a wide range of topics from medico-legal, nursing, and mental
health aspects of IPV-related care, reproductive health providers’ experiences in
providing care for women experiencing IPV, as well as papers focusing on
researching and working with men, and those capturing researchers’ experiences
in this area of work. For more information about these presentations, please
contact the author(s). Their email addresses are given below.

Medico Legal view of intimate partner violence :

a cross sectional study on Judicial medical aspect

Summary of associated factors

R. T. Nanayakkara', R. Fernando?

1. Senior Lecturer, Department of Forensic
Medicine, Faculty of Medical Sciences,
University of Sri Jayewardenapura
ravi.nanayakkara @yahoo.com

2. Senior Professor of Forensic Medicine,
Department of Forensic Medicine, Faculty of
Medicine, University of Colombo,
ravindrafernando @hotmail.co.uk

Challenges faced by Nurses in providing care
for women who are subjected to Intimate
Partner Violence

Background Mothods

Results

S.M.K.S. Seneviratne’, S. Sivayogan®,
J. Jayasiri', & S. Guruge?

1. University of Sri Jayewardenepura,

Sri Lanka sujatha.seneviratne @gmail.com
2. Daphne Cockwell School of Nursing,
Ryerson University, Toronto, Canada

16



Frequency of Mental lliness among the referrals to Gender
Base Violence Prevention Unit of a ‘Tertiary Psychiatric
referral centre’ in Sri Lanka
| —
PK

M. S,
12 National Institute of Mental Health, Angoda, St Lanka

P. K. Ranasinghe'-2, M.R.
Galappaththi’, & S.
Wichramarachchi’

1. National Institute of Mental Health,
Angoda, Sri Lanka

2. pushparanasinghe9 @hotmail.com

Media reporting of Sexual offences against children
in Sri Lanka: a document review

BACKGROUND & AIM

Increasing reports of sexual offences against
children. 1759 incidents of rape, 1194 incidences
of abuse and 547 Incidences of sexusl harassment
in2012 (Colombo Page,2013; BBC, 2012]

The role of media in creating public perceptions
about offences has been questioned.

15 publishing reports about child sexual offences a
catalyst for more adversities?

Media representation afecting societsl views of
child abuse and
AIM: To desc

eoreszmahon of child

sexual offences in the Sri Lankan print
media from January- December 2012 &
January to September 2015

METHODOLOGY

Mainstream print newspapers published in Sti
Lanka from January ~ December 2012, January-
September 2015

In the 3 national languages English, Sinhalese and
Tamil identified and reviewed.

62 articles (20 duplicates)

47 reports identified and analyzed

Qualitative content analysis method

Meaning units, condensed meaning units and
codes identified. Codes categorized into themes

language

Making headlines
Headlines that name the offences
“Father rapes his own doughter”

Headlines that ignore the offences
“Pregnant by a stranger”

Headlines that redefine or reframe the
offences
“Love offair gone wrong*

Choice of language and words :
Ambiguous terms- Molesting/ sexual acts
Sensationalization

“Kondaya revals gory detals of alleged
crime”

“Girl molested by mother’s paramour”
“Septuagenarian remanded for sexuolly
‘molesting 12 year old”

Limiting scope and gravity of the crime
Bias towards abuser

“ Disabled soldier sentenced for rape”
‘Shaping public opinion in a post conflict
Exoneration of perpetrator

e

Increasing incidence of
child abuse vs.
Increased reporting ?

&
reinforcing stereotypes

Traditional patriarchic views
Victim blaming

“The victim had gone to the
Galewala Town after she
‘had fallen out with her
parents’

“ The mother of the victim
had requested her daughter
t0 go and play

Need for empirical
research versus ethical
concerns.

Lack of supportive
services to facilitate
research

‘on another day but the
small girt had been
adaemant”

Lost opportunities

Failing to use vital
information to :
Educate

Shape public opinion

A data collector’s experiences: interviewing women
who have experienced intimate partner violence in
Batticaloa district
R. Mahendran
Faculty of Medicine, University of Colombo, Sri Lanka,

g and building 3 trusting relationship

en requices time.
 have varying understandings of the

J mamnmmmnm w
o-lumhmun»mpa(mmm 1w is
needed

* Data collectors’ own position changing over
time with new knawledse

mdﬁnm A the places secured

mm-ﬁ.nm Less o of women (4/9)
mm connected eashy & some.
-mu;m others

Understandingthe  Mest paticpunts 6/9]
‘meaning of IV by -m nhu;
partiGpants

Degree of diclosuro and scenarios
openness about 1PV mlm
particpants . explained (6/9)

collector’s observations and reflections e : -
W in the field notes during and after the

1PV can be as unique and specific to

R. Mahendran

Faculty of Medicine, University of
Colombo,

Sri Lanka, rahini_mahen@yahoo.com

I. Nazeer' & V. Jayasuriya-lllesinghe?

1. Teaching Hospital,

Karapitiya,

ishra_nazeer@hotmail.com

2. Daphne Cockwell School of Nursing, Ryerson
University, Toronto, Canada

THE ROAD

Background and Objectives
Sexual violence (SV) one of the most
pervasive forms of intimate partner
violence against women. SV has
received little attention in research
from the Global South

This paper examines the extent and
nature of SV against women and its
infersections with other forms of
Vviolence using data from the largest
men's survey in Sri Lanka.

LESS TRAVELLED:

MEN'S SELF-REPORTS OF SEXUAL INTIMATE
PARTNER VIOLENCE IN SRI LANKA

Findings:

Men’s self-reported lifetime
prevalence of SV against intimate
partners - 19.2%

non-partners - 9%

Sexually violent behaviors

Physically forced sex (12.7%)

Foroed sex as an enitlement (10.5%)

Forcing to waich pomagraphy (6%)

Forcing 1o do something sexual (7.3%)

Forced sex with the use of drugs or alcohal (2.4%)

Men who perpetrated SV against intimate
partners were more likely to perpetrate
Physical violence (OR = 2.65, CI 1.9-3.7)
Emotional abuse (OR=4.01, C12.9-5.5)
Economic abuse (OR=2.76, CI 1.9-3.9)

o

Men who reported non-partner SV were also
more likely to report SV and others forms of
abuse against intimate partners, compared 1o
men wha never perpetrated SV.

ka for providing access to data

I

K. Jinadasa', V. Jayasuriya-lllesinghe?, &

I. Nazeer?

1. International Rescue Committee, New York

kamanij@gmail.com
2. Daphne Cockwell School of Nursing,

Ryerson University,

Toronto, Canada

3. Teaching Hospital, Karapitiya
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MEN'S HEALTH AND IPV PERPETRATION:
WHY PROVIDE PSYCHOSOCIAL SERVICES TO MEN AND BOYS TO
PREVENT INTIMATE PARTNER VIOLENCE?
Kamani Jinadasa’, Vathsala Jayasuriya-liesinghe?, Ishra Nazeer
', New York ~ hool of Nursing, Ryerson Unaerss,
Toronto *Medical Officer, Teaching Hospial, Karapitiya

| Background:

+ Men's prior experiene= of sexual
abuse and traurr 1, [ M
health and childh © d « ).
of abuse have bec &
with a higher risk
violence against w

* Intersections of dif
abuse, trauma and
expenienced by men 3 its ole in
male perpetration of violerce
against women is poorly
understood.

Methods
* The ‘Mén's Atttudes and Practices
towards Gender Equality and GV survey”
ICARE international Sri Lanks, 2013
Included 1658 randomly sampled men in
four districts in S Lanka.

* Asecondary analysss was conducted
using 3 subsample of ever-pa
from 1his ssmpie (n=1252) to explore
associations of men's health and prior
expenences of violence and other factors.
10 the perpetration of 1PV

FACTORS ASSOCIATED WITH MEN'S
PERPETRATION OF INTIMATE PARTNER VIOLENCE

Implications:
4 Mmm-wmmdm
with perpetration 0
 Noad to create accessible services 310 Femave.
psychosocial

s e v 01 services >
+ Through the provision of g

L vsowledgemares s e 1 Loba, EMERE men and boys risk factors for PY pErPEUBLON Can

eqeer Cane Mtomational for gesding access to the duts. be reduced

K. Jinadasa', V. Jayasuriya-
llesinghe?, & |. Nazeer?

1. International Rescue Committee,
New York kamanij@gmail.com

2. Daphne Cockwell School of Nursing,
Ryerson University, Toronto, Canada
3. Teaching Hospital, Karapitiya

Effectiveness of gender-based violence (GBV) screening and counseling
in a sexual and reproductive health facility in Sri Lanka

Achini Jaystilexe, Sumahea Tissera, Lakshmen Senanayake, Badra Udawatts
The Family Planning Association of S Lanka

P Mathods:

St et hoath (SRH) Bckes aravenses Al the oniiind GBY ivikes i FPASL tetwien

o GEY s, Tha Famly Planng Association of 01012013 anc 31.09 2013 e refestod 1 Ak 1o

54 Larha (FPASL) 5 2 rocogrized SN fackey thatalio  cou Thes smychiogeal walbeing wws wssmssed
.

Conaumon. L)
GBY svaning  SRH tackies can e Sociors denily OBV wstuons, el promde Fpa
o
g P paccatre stress. et

e

A. Jayatilleke'.2, S. Tissera’, L.
Senanayake', & B. Udawatta’

1. The Family Planning Association of Sri
Lanka achi_cj@yahoo.com

A data collector’s experiences interviewing women
who have experienced intimate partner violence (IPV)
in urban and rural areas in Sri Lanka

i Bhagya
Health Promotion graduate, Faculty of Applied Sciences, of Rajarata University, Sri Lanka.
haning the el ol el Lanka

Background

Intimate pariner vislonce s the bohadour by an intimate L)

partner or ecpartner that causes physical, sewsl or

e e selected for data collection, 4 from western and § from
southern province identified through community

Aim of the study : networks, Participants were interviewed at a tima that is

T e comvenient and safe for the women, Informatian gathered

el i o o in data colectars’ field notes during and sfter the

i of 10 descrive s in this poper.

‘experience during fild work in two diverse setings in

. Observations

were comfartable in describing physical abuse

‘agenly, however they were reluctant o discuss other

types of abuse, and sexual abuse In particular.

This seems to be the same for both western and

southern prosinces.

Reasons for not discussing some types of sbuse were

relited to

- Dt callactor’s characteristics—"how can | say
thesa things o someane fike my daughtar’s

- Normative acceptance of violence ~ it was
nothing severe” “nothing to warry much'.

Population (000 SBE000 249,000

Averageincome, permonth A5, 4711800 s, 32.514.00
per household

By Gender, %
Male a1z a3
Female 528 527

Acknowledgements: frof. Woflka Gunawordens from the Depr. of Cammunity Medhcine In University of Colombo for suport
during data coflection

Upuli Bhagya'

1. Faculty of Applied Sciences, Rajarata
University, Sri Lanka kamanij@gmail.com
upuli.bhagya @yahoo.com
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CLOSING REMARKS: PRACTICE AND POLICY IMPLICATIONS

Dr. Ganesan Mahesan, Prof. Sepali Guruge, Prof. Nalika Gunawardena

Addressing intimate partner violence (IPV) against women falls under the Violence Against
Women framework of the Ministry of Women’s Affairs and Child Development. The health
sector response requires an alignment with this overarching framework. Working towards
and calling for separate policies and frameworks may not be the most progressive step
towards a multi-sectoral response. Social services, legal services, and other sectors
working to address IPV must also align their mandates with this framework for an integrated
and collaborative approach.

The health sector could provide a useful entry point for provision of services, however,
addressing this complex problem and the underlying root causes of violence could be
beyond the scope of one agency or ministry.

The bio-medical model may not be the most suitable approach to guide our response to
address IPV against women. Our understanding of IPV could be too narrowly defined, out
of context, and lack relevance to the diverse communities in various parts of Sri Lanka.

Within the health sector there is a lack of technical capacity among the caregivers.

Health workers can disempower survivors and those who seek services if they themselves
perpetuate gendered stereotypical attitudes.

“Women often wait to see someone
accessing services and the outcome
before reaching out to these agencies
herself.”

“Do we have information about
outcomes ?”
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“Numbers help, but does not tell the full story”

“There are windows of
opportunity to move forward.
The question is, have we
missed them ?”

A woman'’s decision to seek services is a critical point for intervention. Women who decide
to seek services for abuse do so after much suffering and deliberation.

If they do not receive the support they need, they go back and they may not want to seek
help or may be prevented from doing so ever again

Even though more women are now reporting to agencies and seeking services, there is very
little evaluation of outcomes at the individual and/or the program level. Therefore there is a
lack of awareness about what works in different contexts.

Most programs offer short term support but hardly any address long term health and social
needs of affected women

If services are limited to immediate care, women are unlikely to benefit from the efforts and
the resources allocated to IPV-related services in Sri Lanka may not be optimally used.

Short training programs targeting healthcare workers fail to address and/or challenge societal
norms and perceptions about IPV. Addressing these are key issues in developing healthcare
workers’ capacity to provide service to women experiencing IPV

“There is a lack of women’s voices in
decision-making processes.

Have we asked women who
experience IPV what kind of services
they need or what they have received
so far ?”
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The research team

Methods

Dr. Vathsala Jayasuriya-lllesinghe, Prof. Nalika Gunawardena, Prof. Sepali Guruge

For information about the project: contact@addressingipvsrilanka.ca

Future Events and Venues

Policy Makers Meeting Stakeholders Forum

December 16, 2015 January 20, 2016
Ryerson university

Toronto, Canada

The Cinnamon Grand Hotel,
Colombo, Sri Lanka

A Project Funded by:
CRDI

Interational Development Res

Sri Lanka Medical Association 3€ IDRC

Serving the Profession - Sarving the Nation

Ryerson
University

Centre de rocherches pour le dévelopy




Contact:

Prof. Sepali Guruge squruge@ryerson.ca
Prof. Nalika Gunawardena nalikaguna@hotmail.com
Dr. Vathasala Jayasuriya-lllesinghe vathsalai@ryerson.ca

To find out more about the project and more updates please
visit our website at www.addressingipvsrilanka.ca

www.addressingipvsrilanka.ca s S Lanka Medical Association




Intimate Partner Violence (IPV) Initiatives in Canada

A summary

Prof. Sepali Guruge, Dr. Vathsala Jayasuriya-lllesinghe, Laura Zahreddine, MN(s)

Canada There are
In Canada, has 35 million

e |PV related annual health, social, and economic ;‘;'?,';‘.’X,',':gz people in
costs are about $7.4 billion. territories. Canada.

e The federal government’s Family Violence In 2013, 175,000
Initiative directs IPV-related programs and women in Canada
services across Canada. e e v

e The Canadian Network of Women’s Shelters had experienced
and Transition Houses provides a national | B g IPV.
forum for agencies to work together “'"""}'Nom 2N Nunawat
collaboratively. ' Territories del” T

¢ Canada has many great strides towards improving grifsh . ~and Labrador
care and services to women experiencing IPV. c“?““”'f; o it " AN S 55

e Women in marginalized communities continue i e T @ 3 Prince,
to face many systemic barriers in accessing | Saskatchewan  Ontario  Brunswick, _Island
IPV related services. i Seotia

There are inconsistencies in the terminology used in Federal and Provincial policy
documents. Domestic violence, IPV, and Family violence are used interchangeably to refer
to violence instigated by current or former partner or spouse. Only some of the provinces

have specific policies focusing on IPV. Details about some of the provincial initiatives are

given below.

Ontario (ON)

e The Domestic Violence (DV) Action Plan directs programs and services that respond to survivor

e Neighbours, Friends and Families campaign provides education resources;
www.neighboursfriendsandfamilies.ca

e The White Ribbon Campaign engages boys and men to address gender inequality and build
relationship skills; www.itstartswithyou.ca

e Ontario Network of Sexual Assault/Domestic Violence Treatment Centers is an association
that provides research, education, and training for hospital and shelter staff, who provide
services for sexual assault and DV.

¢ Standards of practice have been developed by Ontario Network of Sexual Assault/Domestic
Violence Treatment Centers to ensure consistency in assessments for women who have
been affected by IPV.

Alberta (AB)

¢ AB’s Family Violence Framework directs programs and services for IPV.

e The framework includes 5 strategic priorities to end IPV: (1) Strengthen efforts in prevention, (2)
Enhance services, supports and justice response, (3) Partner with AB’s diverse communities (4)
Promote family and community safety through policy and public engagement, and (5) Evaluate
collective success

e The Integrated Threat and Risk Assessment Centre takes a team-based approach and provide
assistance to law enforcement and agency workers within the province who work with women
experiencing IPV.



British Columbia (BC)

BC’s Violence Against Women in Relationships (VAWIR) policy sets out protocols and
responsibilities for service providers to ensure coordinate services to provide more effective
care and support to women experiencing IPV. .

VAWIR policy is reiterated in BC’'s Domestic Violence Action Plan, which aims to promote
safety, shared responsibilities, and integrated and culturally inclusive services.

Safety and Health Enhancement for women experiencing abuse Framework provides a tool kit
for health care providers and planners to conduct an audit of their practice and/or
organization, by looking at the safety of women impacted by abuse.

Nova Scotia (NS)

NS’s action plan sets out priorities for action including ensuring women'’s safety by increasing
services to those affected by IPV, strengthening case processing and management,
coordinating and management of support and rehabilitation programs and focusing on
prevention of IPV.

In NS, the Domestic Violence Court Program provides offenders education about behavior
change.

The Nova Scotia Advisory Council on the Status of Women and the Government of Nova
Scotia have developed educational resources including a website
www.nsdomesticviolence.ca, which provides resources to women experiencing IPV, service
providers, and researchers.

This is summary is based on a paper under review for publication
For more information visit our website at:
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