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Executive summary

Global studies have documented that gender-based violence is very common, but that most
health care providers fail to diagnose and register it. Often this is due to sociocultural and
traditional barriers, lack of time and resources, and inadequate facilities. However, even mare
so, it is due to lack of awareness and knowledge, poor clinical practice, restricted direct
communication and inahility to do a full physical examination. In addition, record-keeping is
poor with little data on the effectiveness and quality of care. Fear of violence at the Household
and community level and stigma from society further reduce many victims' willingness to use
health services.

The health sector ean minimize the prevalence and impact of gender-based violence through
improved:

s primary prevention, for example promoting community awareness of prevention;

e secondary prevention, for example early identification, carnfidentiality, monitofing
and respectful treatment of survivors, addressing physical, mental and repreductive
health care needs;

e tertiary prevention, for example long-term counselling, mental health eare and
rehabilitation;

s referral to social, economic and legal support.

Improving the patient—provider interaction is the rost feasible, affordable and efficient
intervention within any health care system aiming to address the survivors of gender-based
violence.

In the structurally and culturally patriarchal society of Pakistan, the public is not sensitized to
gender-based violence and the health seetor also shares the common societal beliefs and
notms, limiting its response to acting only as a public health service provider. Gender-based
violence issues are considered “controversial private and domestic issues”, nat to be taken up
as public health problems.

Unfortunately, women are mostly the victims of violence and they face tremendous challenges
in disclosing cases of domestic abuse. Even after disclosure, they are met ‘with @n unsupportive
institutional response and the attitudes of the health providers, medico-legal professionals and
law enforecement agencies are often insensitive. Often, the blame is put upon the woman
herself. The lack of capacity among health care providers is a key barrier to addressing gender-
hased violenge as a health problem.

WHO Pakistan tommissioned a rapid assessment with the prfimary objective to assess the
capacity of the health sector in Pakistan to integrate the issues of gender-hased violence. This
rapid assessment was. conducted under the WHO Gender and Health Programme as part of the
One UN Gender Equality Interventions. A gualitative study involving a brief desk review and
primary data collection was employed and the total duration of the exercise was 25 days.

Primary data sources included:



s in-depth interviews based on 43 questions that examined different dimensions of
the capacities of health service providers of different cadres {medical officers, lady
health workers, lady health visitors and executive district officers/district health
officers) with 20 such providers, five each in four selected districts (Muzaffarabad
district, Azad: Jammu and Kashmir; Jamshoro and Hyderabad districts, Sindh; and
Kasur district, Punjab);

e eight focus group discussions with menh and women who use public sector health
facilities;

» consultations with health service providers who participated in a two-day WHO
training course on gender-based violenee in August 2010 and WHO project officers;

e structured observations by the researcher,

Notwithstanding the biases and limitations attached to the data obtained, the findings of this
rapid assessment in the four selected districts will help to plan capacity-building interventions
for health care providers to address gender-hased violence and give recomimendations for
gender-based viclence protocols and development of standard operating procedures for health
delivery staff.

The results contain thought-stimulating findings and challenges and reveal that the health
sector has to prepare itself for iritegrating the complex and sensitive issues of gender-based
violence, which are manifestations of existing social inequalities, the brunt of which are borne
by women and girls.

The health sector, despite certain strengths such as infrastructure, human resources and
renewed political will, is characterized by limited inter-sectoral and multi-sectoral coordination
at all levels; poor funding; inefficlent utilization of available and allocatéd health resources and
virtually non-existent monitoring and evaluation systems to track progress within the sector in
order to make corrective measures. This situation becomes darker when it comes to linking and
addressing gender-based violence within the health sectors of Pakistan and Azad Jammu and
Kashmir.

The study reconfirms that the connection hetween gender and health is not only poorly
understood but also that gender-based violence is not internalized as a public health issue by
the majority of health service providers at different levels.

Critical findings

There is a greater prevalence of gender-based violence and violence against women. in its
various forms in rural areas. However, the violence faced by urban lower- or middle-class
wamen, including warking women and even thase within the health sector, also needs to be
investigated.

Characteristics of violence include: verbal abuse; physical abuse; hurting emotionally and
physically; intimidation; isolation; control over personal things; humiliation; assault; neglect;



threats to children and family; controlling social life, money and food; substance abuse; and
taking away liberty and self-expression.

The health sector does not have a policy for addressing gender-based violence. There is no
triention of it in the job description of any health service provider and there is ho reguirement
to include it in reporting mechanisms.

The health sector has no data management systems on gender-based violence and has virtually
no support mechanisms or inter-sectoral and multi-sectoral links to address the issues of
gender-based violence.

The links between disaster management and gender and health are also less understood and
visibility cannot be determined.

Health service providers and decision-makers in the health sector are largely driven by the
same attitudes, beliefs and laws that are prevalent in all Pakistani society, which discriminate
against women in general, and particularly against socially disadvantaged women and men. For
instance, although many health service providers shared that they “helped” or “counselled”
victims, on probing it was found that “helping” is mostly equated to medical treatment and
“counselling” has an emphasis on compromise with the violence or ignaring the crimé due to
sacial norms. To a large extent, health service providers are unconvinced of thelr role in
addressing gender-based violence or the relevance of the subject to the health sectar.

Health service providers need:
s to understand the relevance of health, gender and gender-based violence;
e tgimprove their communication skills in relation to gehder-based violence;

» to have a clear and consistent understanding of the gender and health needs of different
sexes and age groups;

e 1o clearly understand the social and health outcomes of gender-based violence.

Challenges and conclusions

The key barriers faced by health delivery staff in terms of attitudes and beliefs about viclence
against women fall into the domains of administrative, technical, community and society.

The perceptions and understanding -of health service praviders in the public sector at all levels
regarding the reasons for, prevalence and characteristics of gender-based violence in their
catchment areas, and its impacts on health services, are not very different from the community
and society that endorses and legitimizes violence in the name of culture and religion, either
under compulsion or by choice.

Gender, if understood at all, is perceived as an entity relating only to women, where there is no
role for men who are dominant in their widely infamous role as perpetrators of violence.
Integration of gender-based violence into the health sector could lead to a further restriction
on the mobility of women and their freedom to visit a health facility imposed by men who



control their lives and who would not like any interference by health service providers in this
"private matter” (a risk and fear voiced by a lady health warker).

The existing links and capacities (if any) need to be re-examined and strengthened through
vigorous and well-coordinated multi-sectoral approaches.

Palicy recommendations for the health sector

Integration at policy level

The World Health Assembly, in its 49th Session, declared gender-based violence a global public
health emergency. The logical follow-up action is the recognition and integration of gender-
hased violence as a public health issue into the health policy of each country, articulated loudly
and clearly, establishing the political will and readiness of the bureaucratic apparatus to accept,
endorse and encourage this integration. Even well-articulated, progressive and inclusive policies
in Pakistan fall prey to the problem of ineffective implementation.

The funétions of the Federal Ministry of Health are being devolved and provinces will become
responsible for, and must develop capacities in, effective health delivery. Integration of gender-
based violence issues Into provincial health services should preferably be supervised by a
female district health officer (currently nearly all are men) at the district level.

Paolicy-makers must approve guidelines and protocols for standard treatment of women
survivors of vialence and these must be disseminated not only in English but also in Urdu,
Pashto, Sindhi and other local languages at all levels of health care facilities.

ignder=-based violence
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Capacity-building of health service providers to address

issues

As an important step towards the prevention of gender-based vidlenee, a supportive, violence-
aware practice.envirchment should be.ensured where health service providers:

e use sympathetic and empowering language appropriate to each patient;
* know how to conduct a physical examination to confirm physical/sexual assault;
s are aware of loeal services to which abused women can be referred;

o know how toe treat not anly the physical consequences of abuse but also the mental health
ramifications, for example post-traumatic stress disorder.

The abuse of women should be treated as a éomplicated, multidimensional ¢linical problem and
the provision of specific practical suggestions and resources relevant to the continuum of care,
from identification to diaghosis, immediate intervention, and long-term management, should
be ensured. To meet such standards, the capacity of the entire administrative machinery and
paramedics needs to be built up. This exercise must be preceded hy careful research that
clearly idernitifies capacity gaps, training needs and the essential set of information, knowledge
ahd skills to be imparted. Attitudinal and behavioural change exercises must be embedded
within such trainings.



Specific practical actions

Training health care providers and raising awareness about gendetr-based violence will not be
enough. Rather, entire health systems need to respond, with links to legal and social services,
to suppert women survivers of violence.

Specific actions include:

e  Revamping the medico-legal system, from undergraduate studies to practice, to address
weaknesses and make it more professional. An important question is if, and how,
alternative measures for metihg out justice to sexual assault victims might be prioritized in
terms of resource allocation vis-3-vis existing ctiminal justice and medico-legal practices™.

s As awareness of existing laws on protection of women from violence is low and their
enforcement is half-hearted, an effective dissemination of information onh gender-based
violence should be ensured through all channels of communicatian.

e Women's self-help groups and neighbourhood groups could be an effective, socially
relevant and sustainable agency to prevent violence,

s Active involvement of key stakeholders, effective players and civil society representatives to
develop the ownership on issues of gender-based violence.

* Active involvernent of related government line departments at various levels with clear and
viable interventions/plans of action for gender-based violence.

¢ Prompt justice for the vietims through establishing the required systems of procedures and
coordination.

e Introduction of a survivor-centred approach in programme management within the health
sector to address issues of gender-based vialence.

Remembering the lesson “addressing gender-based violence calls for a systemic health sector
approach”, derived fram. global experiences in impraving the response of health sectors to
gender-based vialence, Is one critical step forward.

The need for formative research, exploratory and scoping studies to develop better and clearer
understanding of local and indigenous perspectives, issues and priorities on the complex issue
of gender-based violence remains of utmost importance.

All recommendations, if considered practically, will contribute towards understanding, new

learning and impravements in the health sector and set a standard of recommended practices
to address gender-based violence, both in development and in disaster strategies.

! Borrawed from Du Mont & White {20081, a review commissioned by WHO fer the Sexual Violence Research
Initiative, an international initiative supported by the Global Forum for Health Research, which is equally valid in
Pakistan specific.context.






Chapter 1. Selecting the context

Introduction

The United Nations (UN) Declaration on the Elimination of Violence Against Woemen 1993
defines gender-hased violence as:

“Any act that results in, of is likely to result in, physical, sexual or psychelogical harm or
suffering to women, including threats of such acts, coercioh or arbitrary deprivation of
liberty, whether occurring in public or in private life”.

Gender-based violence, or violence against women,” is a major public health and human rights
problem throughout the world.

Although violence against women has intense implications far health, it Is often ighored. The
World report on violence and health (WHQ, 2002) notes that "one of the most common forms
of violence against wamen is that performed by a husband or male partner”. This type of
violence is. frequently invisible, since It happens behind closed doors, Moreover, legal systems
and cultural norms often do not treat it as-a crime, but rather as a "private” family matter or a
narmal part of life. WHQ's landmark Multi-country study en women’s health and domestic
violence against women (WHO, 2005)* shows that violence against women is widespread, with
far-reaching health consequences. It calls on governments to take concerted action and makes
recommendations for the health, education and criminal justice sectors to take the problem
seriously.

Gender-based violence comes into view as a cause and consequence of gender inequities. It
includes a range of violent acts mainly committed by males against females, within the context
of women’s and girls’ subardinate status in society, and often serves to retain this unequal
balance (Human Rights Watch, 1996).

Gender-based violenice includes, but is not limited to:

» domestic violence by an intrafamily member and intimate partner violence,
including physical, sexual or psychological harm, by a current or former partner or
Spouse;

s sexual violence, including rape, sexual abuse, farced pregnancies and prostitution;

s traditional harinful practices, including female genital mutilation, honour killing and
dowry-related violence;

* huran trafficking.

*n this docuiment the ters are used interchangeably.

¥ This groundbreaking research gathered comparable data from over 24 000 women interviewed in 15 sites in 10
countries. The study was implemented by WHO, In collaboration with the Lendon School of Hygiene and Trepqical
Medicine, PATH, USA, research institutions and women's organizations in the participating countries. The report
covers 15 sites and 11 countries: Bangladesh, Brazil, Fthiapia, lapan, Peru, Namibia, Samoa, Serbia and
Montenegro, Thailand and the United Republic of Tanzania.
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Around the globe, an estimated one in three women will be physically or sexually abused; and
one in five will experience rape or attempted rape in their lifetime (BRAC, 2003). Where does
most of this violence take place? There is a consensus that gender-based violence takes place in
the home, where the victim often experiences repeated attacks. A total of 60%—80% of sexual
perpetrators are males known to the victim (Heise, Ellsberg & Gottemoeller, 1999). \While men
may be exposed to gender-based violence, the health impacts on women are often more. The
Muilti-country study oh women’s health and domestic vialence against women (WHO, 2005),
which used a standardized methiodology to collect data en intimate partner violence from over
24 000 women from 15 sites in 10 countries, found that:

e the lifetime prevalence of females exposed to intimate partner violence ranged from 20%
in Japan, more than 50% in Bangladesh, Ethiopia, Peru and the United Republic of
Tanzania, to 70% in Ethiopia; about 15% had experienced intimate partner violence within
the past year;

e 3 total of 4%—32% of all women were exposed to intimate partner violence during
preghancy, ranging from 14% to 32% in low-income countries, compared with 4%-11% in
high-income countries;

s about 19% of female adolescents in Mozambigue and 48% in the Caribbean had
experiehced forced sexual initiation.*

A large body of evidence documents the often severe and long-lasting impact of gender-based
viclence on human health including, but not limited to:

e fatal outcomes;
e acute and chronic physical injuries and disabilities;
* serious mental health problems.

Health care providers often serve as the only point of contact with survivors of violence.
However, mariy health care providers fail to diagnose and register gender-based violence. This
is hot only due to sociocultural and traditional barriers, lack of time, reseurces and inadeguate
physical facilities but also due to lack of awareness, knowledge and poor clinical practices with
limited direct communication and failure to do a full physical examination or register and
monitor the effectiveness and quality of care. Furthermore, the fear of violente and stigma
reduces many victims’ willingrness to use health seivices (WHQ, 1997). Research indicates that a
large majority of the victims of violence, usually women and girls, no matter how passive and
appressed, apparently turn to informal networks of friends and community members for help
(Heise, Ellsberg & Gottemoeller, 1999). The health sector can minimize the prevalence and
impact of gender-based viclence through improved:

e primary prevention, for example by promoting community awareness and prevention;

*Source: Gender-based violence, healih end the role of the heuith sector
{http://fweb worldbank.org /\WWBSITE/EXTERNAL/TOPICS/EXTH EALTHNUTRITIONANDPOPULATION/EXTPHAAG/O,,co
ntentMDK:22421973~pagePK 64229817 piPK:64220743~thelitePK:672263,00.hml, accessed November 2010).
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e secondary prevention, for example early identification, confidentiality, monitoring and
respectful treatment of survivors, addressing physical, rmental and reproductive health care
needs:

e tertiary prevention, for example lorig-term counselling, mental health ecare and
rehabilitation;

» referral to social, economic and legal support.

Improving the patient—provider interaction is the most feasible, affordable and efficient
intervention within any health care systern aiming to address the survivors of gender-based
violence effectively. Many countries are building capacity to prevent and manage gender-based
violence and, while the effectiveness of the various approaches still needs to be evaluated,
there is no doubt that such violence is preventable.®

According to extensive literature reviews documented in the population reports on violence
against women (Heise, Ellsberg & Gottemoeller, 1999)°, it is clear that gender-based violence
has implicatiens for almost every aspect of health policy and programming, from primary care
to reproductive health programmes (Heise, Ellsberg & Gottemoeller, 1999; Guedes, 2004). Not.
enly do women experience substantial morbidity and mertality as a result of physical and
sexual violence, but violence exacerbates other health conditions, including HIV transmission.
Increasingly, donors have been addressing violence against women in their health policy and
programming portfolios. Indeed, a strategic assessment of the United States Agency for
International Development (USAID) global health work revealed that USAID already invests
substantial resources in preventing and responding to gender-based violence as a public health
issue, albeit in a decentralized way (Bott & Betron, 2005).

Pakistan, with a ranking of 141 on the Human Development Index’ among 181 countries, a
Gender Gap Index® of 132 out of 134 countries® and with 60.3% of people {with 48% of women
in general) living helow the poverty line, is struggling with the challenges of gender-based
violence. The country is also liable to experience a striking change in sociceconomic
development after having being hit by the devastating flood that affected nearly 20 million
people and 79-districts.

*Saurce: Gender-based violence, health and the role of the health sector

{http://web warldbank.org/\WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPL LATION/E-XTPHA‘AG/G.,,CO
ntentMDK:22421573~pagePK:64229817~piPK:64229743~theSitePK:672263,00.html, accessed Navember 2010).

S Source: Ending violence against women thttp://info.kdhealth.org/pr/l1ledsum.shtml), accessed November 2010,
7 Latest index according to UNDP {2010} is 125 out'of 169 countries.

®The Global gender gap report, 2009 {Hausmann, Tyson & Zahidj, 2009) measures the size of the gender inequality
gap in four critical dreas:

(1) economig participation and opportunity — outeomes on salaries, participation levels and access to high-skilled
employment;

(2) educational attainment — :.outeomes en access to basic and higher level education;

(3) palitical empowerment — outcomes on representation in decisian-making structures;

{4) health and.survival — outcomes on life expectancy and sex ratio.

The Global Gap Index’s scores can be interpreted as the percentage of the gap that has been closed between
women g@nd men:

* Souree: Glabal gender gap report, 2010 (Hausmann, Tysan & Zahidi, 2010).
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Capacity-building™® is a vital componerit of any response to gender-based violence in the health
sector @and needs to be carried out at multiple levels. Also, the type of capacity-building may
vary in length, focus and design, deperiding on the target group and their response to gender-
hased violence {UNFPA, 2010). Health care workers’ basic competencies should include:

o identifying, assessing and documenting abuse;

s intervening to secure safety and reduce vulnerability;

s recognizing that cultural and value factors influehce viplence against women;

s recognizing legal and ethical issues in intervening and reporting viclence against women;
* engaging in activities to prevent violence against women.

In Pakistan, like elsewhere in South Asia, most capacity-building on gender-based violence in
the health sector has been training for health service providers, usually in connection with a
pilot ar project intervention. Pakistan piloted a community-based intervention programme on
gender-based violence and HIV in 10 districts, with support from the United Nations Population
Fund (UNFPA). This included dévelopment of a training module in Urdu and Sindhi and training
of rore than 300 facility trainers and 240 lady health supervisors. Capacity-building efforts
have been facilitated by the development of training manuals and guidelines in a number of
countries in the region.

Meanwhile, more long-term, institutionalized capacity-building has been lacking. As in the
Pacific and South-East Asia, in Pakistan taq, the incorporation of gender-based violence into
medical curricula remains a challenge, although Sri Lanka has been successful in integrating a
gender-based violence module into its public health orientation training for public health staff
who are taking up preventive health positions {medical officers of health] and into the in-
service curriculum of public health midwives. Despite concerted effort an the part of many
countries, there has been little sutcess in ihcorporating gender-based violence into medical
undergraduate and postgraduate curricula. Reasons for this include lack of prioritization of
gender-based violence among academics, a lack of targeted advocacy and a lack of clarity as to
which department should be responsible (i.e. forensic, community health, gynaecology, etc.).

WHO Pakistan conducted an analytical report 6n erganizational mapping as part of this rapid
assessment to assess gender barriers, particularly in response to issues of gender-based
violence in service provision of the health sector in Pakistan. One of the key objectives of this

Y UNFPA (2010) has employed the following definition:

For the purposes of this assessment and repert, capacity-building refers to building the capacity of health care
providers and other actors in the health sector to respond te gender-based violence in an effective, compassionate
and sensitive manner. It includes (but is not limited to): {a) sensitization of '‘ministry aof health staff, policy-makers,
administrators and community, leaders on gender, gender-based vicolence and appropriate respanse; (b)
sensitization of all health care providers and administrators at an institutional level on gender-based violence as a
health issue; {c] training of care providers dealing directly with survivars to identify, provide appropriate care (e.g.
injury treatment, counselling and dogumentation), and offer referral to additional internal and external services,
{e.g. sacial work and legal); (d) regular in-sefvice training of care providers to accommodate the rapid turnaver of
staff; {e) in-depth training on gender-based violence management for leading eare providers through study tours,
sharing expetiences and overseas training; (f] specific training and centinuous professional development an
relevanht gender-based violence policies and protocels to ensure their implementatien; and {g) incorporation of
gender-hased vialence training into undergraduate, pastgraduate and technical training curricula of care providers.
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organizational mapping was to review and analyse the cumulative responses of public and
private organizations and institutions countrywide, focusing on issues of gender-based violence
pertaining to health in their aperations. Secondly, the mapping exercise provided an overview
of available potential capacities, the nature of response by health professionals/health care
providers and national policy level commitments on this critical health problem. Box 1
summarizes infarmation provided by 17 organizations and institutions all over Pakistan,
including Government ministries and projects, UN partner agencies, donors and civil society
.organizations.

Box 1. Analysis of responses; A mapping of nongovernmental organizations, international
nangovernmental organizations and public sector programmes by WHO.

As far as health sector policies are-cencerned, neither of the Gevernment ministries that deal directly with health
and reproductive health (i.e. the Ministry of Health- and Ministry of Population Welfare) have -exclusive paolicies,
protogelsfcommitments/standard operating procedures to address gender-based violence. They treat these issues
under the guise of “gender equality”. National health policy and natienal population welfare policy do recognize
sender equality and services for women's health but are silent, not sensitized, informed but rather reluctant on
the issues of gender-based violence while accepting it as a “private .or normal reutine matter”. ‘A similar mentality
is evident in the attitudes of haalth service providers associated with the public sector, However, although the
action. plans on these policies de refer to issues of gender-based violence, the care services on the ground are
focused on referrals and there is no evidence of services and interventions to be implemented on the part of either
ministry in the area of gender-based violence.

The Gender Reform Action Plan under the Ministry of Women Development has carried out some work on gender-
based violence and health and also has crisis centres and shelter hames for victims. However, one of the key
problems is lack of coardination among these three ministries. Although they claim to have eommon rules of
business, in practice they work in isolation.

As far as the private sector is cancerned, there are same organizations working on gender-based violenge and
health issues but the scope of the wark is limited to advoeacy, sensitization and referral activities. A few
argahizations, such as the Family Planning Association of Pakistan, also focus on eapacity-building of health
providers and service delivery. Therefore, the capacities of service providers associated with these types of
organizations are improved in terms of screening d@nd recoerding cases of gender-based violence, psychoesocial
support and maintenance &f privady.

Thé capacities of service providets associated with public health facilities may have sensitization on general issues
of gender equality thraugh external saurces but they do not have the capacity to understand and treat cases of
gender-based vinlence. The health sector requires capacity-building and training on: basic understanding of
gender-based violence as a serious health problem; psychasoclal suppart and counselling technigues; and clinical
mariagemeént and treatment of victims of gender-based violence (screening, medical treatment, referral and
medico-legal], at all levels, particularly the primary health level. It further requires manuals, guldelihes and
standard operatirig procedures focusing on the above-mentioned areas.

Multi-sectoral Fesponse is needed to prevent and address gender-biased vialence, linking it to health problems. The
health sector is not able to- address this culturally sensitive issue in isolation. The problem of gender-based
violence in Pakistan is multifaceted, having social, cultural and legal dimensions. The réspondents strangly
recommended having a national prétocal for the health sector to address gehdei-based violence In bath normal
.ahd humanitarian settings, with concrete policy actions to keep natianal health policy infoirmed with gender issues,
particularly gender-based violence.
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Recently, the Ministry of Health in Pakistan has shown a very strong commitment for adopting
national protocols for gender-based violence in the existing health system. The initiative was a
joint venture of One UN in Pakistan and WHO Pakistan.'! WHO Pakistan therefore decided to
undertake a rapid assessment for determining the capacity of the health sector in the country
in relation to the complex area of gender-based violence.

The study

Rationale of the rapid assessment

Gender-based viclence or violence against women is a serious public health problem and
violation of fundamental human rights. In a society such as Pakistan, patriarchal values and
structures are culturally deep-rooted and issues of gender-based violence do not have sensitive
public recognition. Health sector attitudes are also influenced by these cultural heliefs and
norms. Therefore, the health sector response is limited in addressing issues of gender-based
violence during the course of public health service provision. Unfortunately, in closed-culture
societies, such as Pakistan, gender-based violence is not seriously considered as a public health
problem by the health sector but rather acknowledged as a “controversial private and domestic
issue”.

The unfortunate reality is that mostly women are the victims of violence and they face
tremendous challenges in disclosing cases of domestic abuse. Even when women. overcome the
challenges of disclosure, they meet with an unsupportive institutional respense, and the
attitudes of the health providers, medico-legal professionals and law enforcement agencies are
often insernsitive. Far example, they may blame the woman anhd hold her responisible for what
has happened to her. The lack of capacity among health ¢are providers is a key harrier to
addressing gender-based violence as a health problem.

This 25-day rapid assessment was conducted under the WHO Gender and Health Programme as
part of the Oné UN Gender Equality Interventions. The objectives and suggested list of
questions were based on findings of organizational mapping undertaken in the earlier part of
2010, on different services for victims and survivors of gender-based violence. The findings of
this rapid assessment in four farget programme districts (Muzaffarabad district, Azad Jammu
and Kashmir; Jamshoro and Hyderabad districts, Sindh; and Kasur district, Punjab) will help to
plan capacity-building interventions for health care providers te address gender-based violence

“Ina three-day warkshap (29 September — 1 Octokér 2010) oh thé health sectar responsa to gender-based
violenge, organized by WHO under a UN joint initiative towards gender equality, Dr Rasheed looma, Federal
Secretary Health, in the inaugural session said:

“The health sector can play a very significant role in addressing and assessing gender-based inggualities,
discriminations and issues of vialehee. It is a serious public health problem in health planning, programming and
service provision at-all level.”

“Islam has significantly emphasized equality of gender; we need to understand the values. that Islam has laid
forward in respecting the gender. Moreover, a health worker has the gpportunity to identify and assess gender-
based violence. We can incorporate gender education in curriculum of health workers, especially lady health
workers/visitors and paramedics so that they can cope with day-to-day gender Issues.” Source: The Daily Times
(English), 30 September 2010.
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and translate recommendations for protocols and standard operating procedures development
for gender-based violence on the response of health delivery staff.

Objectives

The ohjectives were as follows:

to assess existing readihess of the health service providers to address gehder-based
violence in health care service provision in target districts;

to provide recommendations for improving the capacity of the health sector and its

response (i.e. identification, screening, management and recording) to address cases
of gender-based violence.

Key areas of enguiry

The key areas of enquiry were:

key barriers (social, political, administrative, etc.) faced by health delivery staff in
terms of attitudes and beliefs about violence against wornen while providing health
services;

respondents’ biases, perceptions and understanding of reasons, prevalence and
characteristics of gender-based violence (i.e. physical, psychological and sexual

abuse from in-laws, other relatives, colleagues, ete.) in their catchment areas, as
well as its perceived impact on health;

respondents’ existing capacity to identify hidden symptoms of gender-based
vialence and whether they referred survivors to local psychosocial services;

support mechanisms and existing resources for health care providers/delivery staff
to address cases of gender-based violence, including the presence of female health
care providers;

existing health seetor capacities and links with other sectors/line departments/civll
society organizations to address gender-based violence, including identifying
gender-based violence, sensitive ways of communicating with patients (i.e. capacity
1o engage victims in conversation), responding to and documenting cases of gender-
based violence;

health sector structural readiness to address gender-based violence:

o levels of privacy in health centres, effectlve sound and visual barriers;
o how medical records are stored and who has access to them;

o capacity to maintain privacy and confidentiality;

o referral to, and awareness of, available resources/support (medical care,
medico-legal information);
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o capacity and resources available for consistent recording of cases of gender-
based violence.

Methods

A qualitative research study was designed to conduct this rapid assessment. Data sources
included primary and secondary sources.

Samples and primary data collection sources were:

e  Twenty semi-structured in-depth interviews with five levels of health service providers (lady
health visitors, lady health werkers, medical officers (male and female), executive district
officers, health/district health officers or medical superintendents) from each district were
conducted. The number of health service provideérs was purposive but their selection was at
random.

s Eight focus group discussions with cansumers of health services, i.e. community members,
were conducted in all four selected districts. Two focus group discussions with users of the
public sector health services, one with meh and another with wemen, were. ofganized in
each district and the process was coordinated by a credible local voluntary organization.
Each focus group discussion consisted of a minimum of five and a maximum of eight
participants. The numbers of focus group discussions and rfespondents were purposively
decided but the lotal facilitator in each district randomly selected the individuals.

e Consultations: three group discussions were held (one in Sindh for
lamshoro/Dadu/Hyderabad-based participants; ene in Sindh; one in Muzaffarabad, Azad
Jammu ahd Kashmir; and one in Kasur, Punjab) with health service providers who attended
the two-day training on gender organized by WHO Pakistan in August 2010. In addition,
telephone, face-to-face and e-mail consultations were conducted with some praoject officers
and WHO Pakistan pregramme managers and experts in public health to validate certain
findings and ascertain organizational mandates and institutional mechanisms.

Data collection instruments {questionraires) for each category of respandents and a guide are
attached in Annex 1. The tools for the semi-structured interviews were pretested in Islamabad
with local health service providers and changes ‘were made accordingly. Data were then
collected using English and Urdu versions in the districts. Informed consent was provided by all
respondents.

Field observations by the researcher were also employed as a source of primary information.
Besides random observations made while interpreting and analysing the qualitative
information, a structured set of observations was also made in conformity with. the instrument
given in Annex 1.

Secondary data collection included a brief desk review and analysis of published material,
fnostly available on the World Wide Web, regarding gender-based violence and its integration
into the health sector in the past 16-15 years. It alse assembled lessons learnt fram global,
including South Asian, experiences in the citizen secter and public policies.

Limitations and hiases {sampling biases, time constraints, language limitations and biases) of
the methodology were identified in advance and the results have been interpreted accordingly.
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The study did not focus on specific health issues related to gender-based violence, such as HIV
and. AIDS. Furthermore, the study did not accurately and precisely determifie the level of
knowledge of the health service providérs regarding clinieal management of sexual violehce,
and gender-based violence and medico-legal procedures. The study also did not examine the
political and economic. contexts of Pakistan and Azad Jammu and Kashmir. Quality assurance
and research ethics have been ensured at each and every stage of the research study.

It is also emphasized that, while every effort has been made to gather all relevant information
from many stakeholders, this has heen predominantly a rapid assessment conducted within a
limited time frame. Therefore, the information contained in the repart may have certain gaps
as valid for all qualitative studies with small samples and the results should not by any means
he generalized for the entire population.

A list of the réspondents and coordinatoers involved in the study is attached as Annex 2, while
profiles of the four districts are given in Annex 3.
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Chapter 2. Literature review and analysis

A global literature review was conducted as an initial step for collating essential infarmation
and evidence on gender-based violence as a public health issue.

Most of the reference material was searched on the World Wide Web. The key words used to
find the material included: gender-based violence; health sector response to gender-based
violence or violence against women; capacity of health sector to integrate gender-based
violence or violence against worhen; and gender and health. The references included in this
desk review have been published in the past 10-15 years and although the intention was to use
only the mast recent literature, older material was used where there was no alternative,

The national literature review gives a snapshot of the health sector and systems in Pakistan and
the issues surrounding gender-based violence,

Global literature review

Both non-abused and abused women visit health facilities but what is consistent from the
12

research is the more frequerit visits of women who are experiencing violence of any form.
According to worldwide research, the only institution that connects with almost every woman
at sorme point in her life is the health care systern. Health service providers, especially those
serving in accident and emergency wards and in women’s health settings such as sexual and
reproductive health, maternal child health and prenatal settings, have a critical role to play in
detecting, referring and caring for women living with violence. Interventions by health service
providers can potentially mitigate both the short- and long-term health effects of gender-based
violence against women and their families.”” While assessing the health sector response to
gender-based violence in the specific context of the Asia Pacific region, a very important and
critical point is the vital need to remember that the health system in any country is “not
immune” from gender-based violence internally {UNFPA, 2010).™

1 Although 'men ean also be victimé of intimate partner and sexual viclence, this type of violence affects women
disproportionately. For instance, both males and females report sexual coercion, but the majerity .of victims are
female and the vast majority of perpetrators are male (USAID, 2008).

B “Experience has shown that public health approaches to violencé can make a difference. Thé health sector has
the unigue potential to deal with violenee agaihst women, particularly through reproductive health services, which
maost women will access at sofme point in their lives.” Source: Joy Phumaphi, Vice President, Human Development
Network, Waorld Bank, formerly, Assistant Director Geheral, General, Family, and-Cammunity Health, WHO
(http://www.who.int/gender/vislence /who_mulficountiy_study/summary_report/fchapterl/enfindex2.html,
accessed Novémber 2010).

4 UNFPA has highlighted thal reproductive rights violations in the health sector {(such as unavailability or

disruption of contraceptive supplies, judgmental or biased treatment based onh reproductive status or choice,
coercive family planning counselling, denial of contraceptives and forced sterilization] are forms of gender-based

20



Box 2. Categories of domestic violence (UNFPA, 2001).

e Abuseis a pattern of physical assaults and threats used to control another person, It includes punching,
hitting, choking, biting, throwing objects at a person, kicking and pushing and using a weapon such as a gun or
a knife.

s Physical abuse usually escalates over time and may end in the woman's death.

e Sexual abuse is thé mistreatment or the coritrol of a partner sexually. This can include demands for sex using
coercion or the perforriance of certain sexual acts, farcing her to hdve sex with other geoplé, treating her in a
sexually derngatdgry manner ot insisting on unsafe sex.

e  Emotional and verbal abuse is the mistreatment ahd undermining of a partrier's self-worth. It can include
criticism, threats, insults, belittling comments and manipulation on the part of the batterer.

e Psychological abuse is the use of various tacties to isolaté and underming a paitnér's self-esteem, causing her

to be more dependent on, and frightened of, the batterer. It can include such acts as:

refusing to allow the woman to work outside the home;

withholding money or access to ' money;

isolating her from family and friends;

threatening to harm peaple and things she loves;

constantly checking up on her.

O 0 0 0 0

Box 2 lists the different categories of domestic viclence. The short-term, immediate ‘and long-
term effects of different forms of violence in the lives of women and girls are an amalgam of a
wide range of physical, mental and reproductive health consequences, which often last long
after the abuse has ended {Garcia-Moreno et al., 2005). The research is conspicuous by the lack
of effort in exploring links between gender-based violence and infecticus diseases, apart from
sexually transmitted infections such as HIV.™® The rmost common fatal health outcormes of
gender-based violence are homicide and suicide; other outcomes with huge social
disadvantages include sexually transmitted infections, including HIV. An. effective respanse to
these outcomes can ohly be initiated if ample research s available in these areas (USAID, 2008).

In a report on violence against women and gitls {(WHO, 2002), key health consequences of
gender-hased violence are documented as follows:
e Physical:
abdominal/thoracic injuries;
bruises and welts;
lacerations and abrasions;

fractures and breaks;
eye injuries;

oI e o I s B ]

violence. This shauld he considered when undertaking ihstitutional capagity-building related to gendeér-based
vialehce.

L Qualitative research shows that the intersections of HIV, gender inequality and gender-based violence lie in the
patriarchal nature of most societies, éspecially in ideals of masculinity that are predicated on contral of wbmen
and valorize male strength and toughness (Jewkes & Morrell, 2010).
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e rupture of the eardrum;

o burns;

o chronit pain syndromes;

o disability;

o gastrointestinal disorders;

a fibromyalgia;

o reduced physical functioning.

* Sexual and reproductive:

gynaecological disorders;

pregnancy complications;

miscarriage/low birth weight;

pelvic inflammatory disease;

sexual dysfunction;

sexually transmitted infections, including HIV/AIDS;
unsafe abortion;

unwanted pregnancy.

o e g o o0 060 00

= Psychological and behavioural:

alcohol and drug abuse;
depression and anxiety;
eating and sleep disorders;
feelings of shame and guilt;
phaobias and panic disorders;
physical inactivity,;

poor self-esteem;
post-traumatic stress disorder;
psychosomatic disorders;

o6 0 0o 0 0 o

stoking,;

o}

o suicidal behaviour and self-harm;
o unsafe sexual behaviour.
e Fatal health consequences:

AlDS-related mortality;
materral mortality;
homicide;

suicide.

O o 0 0
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The following possible signs™ of domestic abuse have been documented in a handbook
published by the Department of Health, United Kingdom of Great Britain and Northern Ireland
{DoH, 2005):

+ freguent appointments far vague symptoms;

e injuries inconsistent with explanation of cause;

¢ woman tries to hide injuries ar minimize their extent;

* parther always-attends unnecessarily;

e suicide attempts — particularly with Asian women;

o history of repeated miscarriages, terminations, stillbirths or preterm labour;

* repeat presentation with depression, anxiety, self-harm or psychosomatic symptoms;
+ non-compliance with treatment;

e frequent missed appointments;

e multiple injuries at different stages of healing;

» patient appears frightened, overly anxious or depressed;

e woman is submissive or afraid/reluctant to speak in front of her partner;

e partner is aggressive or dominant, talks for a woman or refuses to leave the room;
* poor or non-attendance at antenatal clinics;

s injuries to the breasts or abdomen;

* recurring sexually transmitted infections or urinary tract infections;

* early self-discharge from hospital.

o South Asia'’ and gender-based violence

Sauth Asia cansists of seven countries {(Afghanistan being a recent addition, making eight) and
is characterized by its dense population, political conflicts and patriarchy.”® A mushrooming
norigovernmental organization sector and a vibrant women’s movement towards gender
equality are yet to shake patriarchal structures, and patriarchal values remain deeply ingrained
across the dissimilar and unequal communities of South Asia {(UNFPA, 2010).

'® Nane of the abave signs -automatically indicates damestic abuse but they should raise suspicion and prompt the
health service provider to make every attempt to see the - woman alone and in private to ask her if she is being
abused. Even. if she chooses. not ta disclose at this time, she will know that the providers are aware of the issues
and she may chaose ta approach them at a later time.

Y There are seven tountries, including Pakistan, but not each country is focused on evenly. Selected cases are
highlighted.

¥ 5auth Asia is home to 1.7 billion people, well aver one-fifth of the warld’s population, 'making it bath the mast
populous and most densely populated region in the world. It is also home fo nearly half .of the world’s poor, has
the highest illiteracy rate in the world and the scheoling of females still lags behind that af males, despite the
economic progress that has taken place in some countries. In addition, ohe-third of the world's maternal deaths
oceur in South Asia {UNFPA, 2010).



Harmful traditions and practices, such as female foeticide, female infanticide, child marriages,
dowry and related abuses and hanour killings are tolerated in the name of culture or religion
and are either ignored by law-enforcing agencies or never brought under any court due to non-
existent, deficient or discriminatory laws and legislations.

UNFPA (2010) has noted that the practices of antenatal sex selection and female infanticide are
still prevalent in South Asian countries. Furthermare, many children suffer from malnutrition,
with girls being disproportionally affected. The issue of dowry continues to play a rale in global-
based violence in the region, despite anti-dowry laws enacted in countries such as Bangladesh,
India and Pakistan. Disputes about dowry in. parts of Seuth Asia have been highlighted as
galvanizing serious ingidents of domestic violence, including murder and suicide.

Some forms of violence that enjoy legitimacy from society at large are complex to explain. It is
difficult ta understand the concept that honeur ligs ih a weman’s body and men in sociéty are
allowed to monitor this honour and display their control in the form of anger, physical and
mental abuse, trading and even killing.

Within this cultural context, domestic violence still remains the maost prevalent form of gender-
based violence. A study from Maharashtra, India, showed that 38% of women wefe verbally
abused and more than half of these had experienced physical abuse by an intimate partner
(UNFPA, 2010).

In Bhutan, a study commissioned by the Natienal Commission of Women showed that viclence
is prevalent in most women'’s lives, whether they are married or single. It also irdicated that
alcohol and financial matters were common triggering factors {UNFPA, 2010).

One of the higher prevalence rates of violence against wamen was reported in. Nepal where
80% of women reported psychological viglenes, 32% reported physical violence and 10%
reported sexual vialence (UNFPA, 2010).

In Sri Lanka, there are no national guidelines for gender-based viclence but national guidelines
on management of rape victims are being developed with the assistance of the College of
Forensic Pathologists of Sri Lanka and others. A proposal to develop national guidelines for the
management of victims of gender-based violence, targeting medical officers, has been accepted
by the National Committee on Violence (UNFPA, 2010).

Bangladesh has developed a comprehensive protocol for the Women Friendly Hospitals

Initiative, with gender-based violence as one of the four areas of the initiative (UNFPA, 201.0).

The Indian Medical Association, in ¢ollaboration with United Nations Children’s Fund (UNICEF)
and the Ministry of Human Resource Development, has developed an examination kit for
victims of sexual abuse (UNFPA, 2010).

Guiding principles

“As is the case for family planning, maternal health, and HIV services, work in the area of
gender-based violence requires careful attention to eonfidentiality, privacy, informed
consent, and issues of disclosure. Given the potential risks to survivors, existing data on
‘good practice’ in this field suggest that organizations should follow sorme basic
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principles when designing and implementing gender-based violence activities. Overall,
the principle of ‘daing no harm’ should guide every decision made.” {USAID, 2008)

More specific principles included in the USAID (2008) guide are:

o ensure that all activities respect survivors' safety and autonomy first and foremost ;

e ensure the relevance and appropriateness of interventions to the local setting;

e employ botha public health and a human rights perspective;

s  encourage multisectoral interventions at multiple levels;

e invest in evaluation both for the sake of assessing results and for protecting survivors'
safety.

Regarding national protocols on gender-based violence, UNFPA (2010} recomimends that these

must be:

s developed through extensive consultation and consensus-building with stakeholders such
as forensic pathologists, gynaecolegists, police and social welfare organizations so that
there is widespread acceptance of the tool;

o developed at national level and accompanied by a directive from the health ministry to
ensure implementation;

o usef-friendly to ensure implementation;

e accompanied by a guidance docurnent or training for all relevaht hospital departments
{(including paediatrics, obstetrics/gynaecology, laboratory, emergency, etc.};

e made easily accessible and available in the workplace.

Evidence from studies suggests that rates of gender-based viclence are highest in settings

where social norms support gender inequality, where communities fail to punish men who use

physical of sexual viclence against women, and where violence against women is considered
19

normal,

Prevention of violence and protection require careful calculation of the merits and demerits of
each strategy and focus. The community can either prevent or perpetuate violence. From a
public health perspective, community-level risk factors may be used for recognizing better ways
to reduce, if not eliminate, violence against women. Focusing too much an individual risk
factors may obseure the fact that “violence against women tends to occur throughout society
and across all demographic and socioeconomic groups and appears to be heavily influenced by
community norms and respanses” {LSAID, 2008).

A global review™ by Du Mont & White {2007) summarized the following lessons from the
literature. Sociocultural contexts characterized by male dominance, anti-woman biases and

¥ Dy not allow ‘culturd’ or ‘tradition’ to be used to justify gender-based violence; reframe the issue as a public
health problem and a human rights violation” {USAID, 2008, p.12).

® Commissioned by WHO for the Sexual Violence Research Initiative, an internatianal initiative suppoerted by the
Global Forury for Health Researth.
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rape-supportive attitudes present a number of barriers to the effective use of medico-legal
evidence. In these (and other) contexts:

¢  The collection of viable medico-legal evidence requires:

o easily accessible, cost-free {to the victim) male and female sexual assault
examiners who are well trained and authorized to gather evidence properly
and testify to it in court, and who are sensitized to the negative impacts of
erraneous beliefs and attitudes regarding sexual assault and sexually
assaulted women;

o suitable facilities distributed across urban and rural areas, available 24 hours
a day, seven days a week, that house adequate supplies and equipment and
that can secure the protection of the medico-legal evidence;

o collaborative netwoiks and effective cormimunication across the health care,
law enforcement and legal sectors, and nongovernmental and community
organizations such as rape crisis centres,;

o well-constructed standardized protocols adaptable to local circumstances
and suitable technologies that are readily available.

* Processing of viable medico-legal evidence requires:

o -access to forensic facilities with adequate resources, staffed by properly
trained analysts who can both process the evidence and testify to it without
the interference of personal biases and demands from other post-sexual
assault professionals,

o proactive involvement of police specially trained to maintain the chain of
custody and to handle cases in a timely and sensitive manner, free from anti-
woman, rape-supportive beliefs and attitudes, and corruption;

o prosecutors, defence attorneys, judges and other court staff sensitized to the
detrirmental impact that anti-wafman biases and rape myths can have on its
use in the courts.

The assessment by UNFPA (2010) for its Asia Pacific Region shows that the majority of countries
in that Region are actively seeking to respond to the issue of vielence. Most couritries have
initiated or are initiating at least some health sector responses ta global-based violence, which
is promising. However, there is understandably a wide variation in the scale, scope, guantity
and quality of the responses across countries and the level of integration that has been
achieved ih each country’s national health system. Some countries have been addressing
gender-based violence through the health sector for more than 10 years (e.g. Indonesia,
Malaysia) and have therefore had some success in “scaling-up” pilot projects to integrate a
response to gender-based violence into their national health system. Other countries are. just
starting interventions (e.g. China, Mangolia) and focusing an one particular area, such as
capacity-building of health service providers or carrying out pilot projects in a small number of
regions and learning lessons for the next steps.
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Gender-based violence is a public health issue; however, recognizing this must not imply that
the health sector can be expected to deal with it alone. What is impartant for decision-makers
is to understand the technical necessity of a concerted and coordinated effort from a range of
sectors, including social services, religious organizations, the judiciary, police, media and
business, to reduce and respond adequately to gender-based violence. The health sector
therefore needs to play an important role within a multisectoral framework.*

™ Violeneé against women alse severély constrains dévelopment, abstructing worfien’s participation in political, social and
econemic life. The impacts include escalating costs in health care, social services and policing, and an increased strain on the
justice system. It lowers the overall educational attainment and maobility of victims/survivors, their children and even the
perpetrators of sueh violence: Violence against women undérmines and eonstrains the achieverent of the Millehnium
Development Goals, including those set in the areas of paverty, education, child health, maternal mortality; HW/AIDS and
overall sustainable developrment. Souréas: UN, 2006; Comimonwealth of Australia, 2008; UNFPA, 2010.
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Chapter 3. Views and voices of health service providers from the four
districts

“Yay to roz ka mamool hay kabhi husband biwi ko marta hay to kabhi bhai ya bap marta
hay to un ko hum hi treatment kartay hain.” (This is the daily routine, sometifmes the
husband beats the wife and sometimes the brother or father beats her and then we
offer them {women) the treatment.) (A lady health worker from Sindh province,
Pakistan, 3 November 2010)

This chapter presents the findings of the rapid assessment of the health sectoer's readiness to
integrate gender-hased violence in Pakistan, including Azad Jammu and Kashmir, based on data
collected through field interviews, discussions and cbservations in the selected four districts
(see methodology in Chapter 1).

This chapter presents the key findings and analysis, district-wise, drawn from and embedded
within the responses of the selected respondents. For a clear understanding of the discussion
and analysis in this assessment, readers may refer to the brief definition of each concept given
in the glossary.

As mentioned while describing the methaodology, this assessment is aimed in particular at the
viewpoints of lady health workers, lady health visitors, male and female doctors and health
officers (executive district officers/district health officers) at the district level. However, it is
impartant to recognize that this by no means is an assessment of the performance of a
particular health facility and of any health service provider. Hence, the specific identities of all
health facilities have been withheld in the public copy of the report and the same has been
observed for the health service providers (lady health visitors, lady health workers and medical
officers) who did net give consent to include their names in the list of respondents. The
harrative and analytical version of the interviews with the executive district officers/district
health officers is alsa not given, as in so doing their specific identities would be disclosed. These
considerations are in conformity with the ethics that must be observed in a research study on a
sensitive issue such as gender-based violence and with public sector employees.

It is important to remain coghizant that the responses of those included in the study may not
necessarily represent all stakeholders within the health seetor in the particular context of
gender-based violence but rather these findings attempt to highlight the key trends.

Findings and analysis from the in-depth semi-structured interviews with the
health service providers

For each district, an account of each health service provider's interview: is given in a synthesized
form. Some selected quotes from the interviews are added to establish a direct contact

between reader and respondent. The responses of all health service providers are based on the
20 questions extracted from the data collection instrument (see Table 2).
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“Yay to gaam bat hay k Pakistan mein aurtoon ko paon ki joti samjha jata hay par ab ja
kay kuch media nay logon ki ankhein kheli hain.” (It is a matter of common perception
that women are equated to a footwear but now the media to a certain extent has
opened the eyes of the people.) (Response from a lady health warker from Sindh
province, Pakistan, 3 November 2010)

Most of the health service providers had heard of the waord “gender’. Howeaver, most could not
differentiate between the terms “sex” and “gender” at the conceptual level. Amarig lady health
visitors and lady health workers, those who attended a health session in connection with a
family and reproductive health programme, or those who had attended the two-day workshop
organized by WHQ in 2010, understood the word gender (sinf). It should be noted that Table 4
in Annex 4 needs to be carefully evaluated and understood as one could be misled by seging all
“Yes” as response. Nearly all health service providers who were interviewed were familiar with
the word (in English and in Urdu language) but were not familiar with the jargon “gender-based
violence” or “violence against women, girls and children”. An explaratien by the interviewer
discovered that all health service providers were well aware of all forms of violence. An ih-
depth session further clarified the exact level of understanding and perception, while also
disclosing biases. Some knew that it was “nice and wise” to admit that gender-based violence is
a public health issue but “in fact there is ho such relatior” or “what can health service providers
do ahout violence against women”? Therefore, for all practical purposes, policy-makers and
donors should aim to integrate gender-based violence into the health sector at a beginner's
level.

There was general agreement that women face different forms of violence in their lives but
there was also a reluctance to admit or accept that any form of violence happens in. their
vicinity. It was encouraging to note that, following rapport-building, the same respondents
opened up and, without refuting the earlier answer, discussed in detail differerit forms of
violence. Nearly all the respondents talked about psychological and socially induced forms of
viclence other than the more overt forms that may or may not require medico-legal action.
However, doctors felt maore comfortable dealing with physical forms of violence as this is where
they saw their perceived relevant role, for example treating physical ailments or wounds, but if
the same gender-based violence involved medico-legal action, they were uncomfortable
bacause they knew the convoluted pathways in the medico-legal system anly too well.

The most frequent reasons cited as the root causes of gender-based violence included poverty,
preference for a son and lack of education. The most common expressions of vielence against
women, girls and children were nutritional discrimination, sex-selective abortion, and abuses in
the customs and institutions of martiage and dowry.”* Other common forms of violence
included wife battering, acid burns, attempted suicide due to mental stress, homicides {(hanour
killing], rape and gang rape. However, most respondents could not justify how poverty
encouraged a man to beat his wife, as opposed to a male friend or relative. Some health service
providers thought that education could rot stop a man from violent behaviour or abuse,
therefore emphasis must be on changing this mindset through effective public awareness
campaigns at the community level through popular media. Lady health visitors and lady health

* Only ene respondent in Sindh said that dowry was net an issue.
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workers were relatively unreserved when talking about the violence against women and girls
that was being committed nearly round the clock but they were careful not t6 give details or
disclose names.”

Table 1 summarizes the training status of the health service providers. The knowledge and
training status of the 20 health service previders in each district is given in Tables 1-4 in Ahnex
4.

Table 1. Training status of the 20 health service providers included in the study.

Health service No. of No. of respondents  No. of respondents  No. of

provider respondents who  who received whao received respondents who
{no. of received training  training on gender-  training on gender  received training
respondents) on gender based violence and health issues on health issues
Lady health 1/4 1/4 1/4 4/4

workers {4)

Lady health 0/4 0/4 1/4 4/4

vigitors {4)

Male medical 2/4 0/4 2/4 4/4

dector {4}

Female medical 2/4 1/4 3/4 444

doctors (4)

Executive district  0/4 0/4 1/4 4/4

officer/district

health officer (4)

Total out of 20 5/20 2/20 8/20 20/20
(frofn =ach

district)

Hyderabad district, Sindh

Key findings from the female doctor's interview™
Gender-based violence and health-related considerations

The resporident was of the view that a female medical doctor could, at least to a certain extent,
offer assistance to a victim of vielence. She believed that the root cause of gender-based
viglence lay in the economy and the rising incidence of mental stress. In her opinion, menstrual
hygiene, pregnancy, emotional stress and poar nutrition affect a woman’s health at different
stages of her life. She believed that expectant mothers are granted thé opportunity to visit any
health facility when they are too uriwell or unable to do household chores.

* This uriderscores the naed and relevance of strongly enforcad laws against gender-hased violence as these are
alsa helpful far the vietims and also serve as a deterrent to the practices of gender-bhased vialence (observatian by
the' WHG review team).

* Interviewed on 5 November 2010.

30



“Jab laachaar ho jatee hain tab clinic lai jatee hain.” (When a woman is really helpless then
she is brought here — to any health facility.)

In her opinion, gender-based violence affects not only the health of the woman but also
influences the health and happiness of her children.

Reported gender-based violence related experience

The respondent had a vast experience of dealing with the medico-legal cases of sexual assault
and rape of minor girls and adult women, However, she was not happy with her experience of
court appearances, as she found the lawyers’ behaviour and choice of words wery gender
insensitive and culturally inappropriate.

Integration of services for gender-based violence

The female doctor thought that integration of services for gender-based violence at the grifmary
care level, and especially in antenatal care clinics, can only be successful if health professionals
are specially trained for this and have counselling skills. In her opinion, the health facility is not
currently equipped to-address issues of conjugal or domestic violence.

Gender-based violence, the health sector and the post-flood scenario

The respondent was of the opinian that violence against women has increased due to the
increased stress caused by the flood damage. She had doubts regarding the health sector’s
preparedness to address the needs of half a million flood-affected pregnant women and
patients and clients from various age groups, but also said that certain health facilities with
good staff could manage the increased case-load.

Gender-based violence and the medico-legal system

Doctors cairy out medico-legal procedures in cases of rape and sexual assault in the light of the
Hudood Ordinancez‘r’; however, the respondent thought that this. is, itself, an instrument of
violence as it is a gendér-insensitive and discriminatory law. She had no khowledge of any other
laws or policies relating to violence against women. When the researcher tried to seek the
respondent’s views on the said ordinance, she replied “no comment”.

Key findings from the male doctor’s interview™
Gender-based violence and health-related considerations

“Syed larki tou bahir ja hée nohi sakti” (Girls belonging to Syed farilies are not allowed
ta marry outside their families/or a non-Syed man is never considered eligible for them.)

% The Hudood Ordinance {also spelled Hodud) was a law in PaKistah that was enacted in 1979 as part of then
military ruler Zia-ul-Haq's Islamizatioh process and replaced/frevised in 2006 by the Women's Protaction Bill. The
Hudood law was intended to implement Islamic Sharia law, by enforcing punishments mentioned ih the Quran and
sunnah for Zina {extramarital sex), Gazf (false accusatioh of Zina), Offehce Against Property (theft), and Prohihition
{the drinking of alcohol). The ardinance has been criticized as leading to "hundreds of incidents where a woman
subjected to rape, or even gang rape, was eventually accused of Zina and incarcerated”, and defended as
punishment crdained by God and victim of "extremely unjust prepaganda".

*® Interviewed on 5 November 2010.
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The male doctor thought that gender-based violence, and many other sociocultural restrictions
imposed in the mame of religion, create many psychosocial problems for girls and women and
even men and boys, and ultimately health is affected.

He believed that women and girls face nutritional deficiencies net because of poverty or
resource cohstraints but largely due to the cultural notion that men and beys should eat more
and be better fed.

He stated that medical doctors in any health care setting can only provide symptomatic
treatment to a victim of violence; however, some passion-driven doctors can provide
counselling services.

“We tell the husband not to be violent.”
Reported gender-based violence related experience

Being a senior doctor, the respondent believed that he, along with all other experienced
doctors, has the capacity to identify hidden symptoms of gender-based violence and abuses
such as physical, psyehological and sexual abuse by husbands and in-laws. However, due to
non-recognition of gender-based violence as a health issue, there is no official obligation and
thus, in spite of being aware of the agony of the victim, as a docter he cannot do thuch other
than offering symptomatic treatment and referring the patient to a tertiary care hospital when
deemed necessary.

He was of the view that doctors at present are not in a position to facilitate any legal aid of
offer effective psychosocial counselling. Moreover, he thought that a male doctor is mofe
limited in his role because woren victims are monitored by male and female relatives,
including the perpetrator (the husband) and it is not wise and socially acceptable to intervene
in such matters.

Integration of services for gender-based violence

The respondent stated that domestic violence and other forms of vielerice such as rape cannot
currently be addressed within a facility in “totality” because of “lack of knowledge and
awareness of the doctors”.

He added that there is no record-keeping on cases of gender-based violence in the health
facility asthere is no concept of it other than in medico-legal cases.
“Unlike nongovernmental organizations who keep an exaggerated record of violence
against women, we do-not have any record.”
In his view, the lady health worker who is so much respected that she is the “haji” (elder sister)
in the cominunity is the “hridge” between the victim/woman and the health system.

He stated that services such as counselling must be embedded in antenatal care facilities, to
address jssues of violence as pregnant women also suffer a lot. Battering of pregnant wives is
usually on the grounds of “demand of a son”.

In his opinion, gender-based violence can only be integrated in the health sector if there is
information about it in the syllabus of medical education and training courses of lady health
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visitors, lady health workers and paramedics and overall, the country is in need of reforms in
the educatioh sector.

Gender-based violence, the health sectar and the post-flood scenario

The male doctor was of the view that gender-based violence has increased during the. floods
and In the post-flood scenario because males are jobless and under severe stress and so the
women, who are always the weaker ones, are the victims. He thought that gender-based
violence had increased more among those flood affectees who had returned back to their
homes because men find it easier to batter or torture their wives in the domestic setting than
during their camp stay, where it was less likely. However, he did not exclude the possibility of
incidents of violence against women and girls in the camps but said that these might have been
kept “private”.

He strongly believed that “our health sector” is capable of dealing with the needs of all the half
million flood-affected pregnant women and can address the health needs of children of all ages,
young and old. He cited the example of rural health centre A, where he was serving, and
remarked how efficiently it is facing the challenge of increased turnover of patients in the
outpatient department and in the antenatal clinic.

He argued that public sector facilities at the primary and secondary level of care are in fact
“underutilized”.

He was of the view that there are neither support mechanisms nor links with other line
departments and voluntary organizations to address the issues of gender-based violehce and
that all facilities and line departments work independently and in isclation.

Gender-based violence and the medico-legal system

The respondent had learnt about certain laws to protect women through television
advertisements but had never received any guidance from the health department in connection
with gender-based viclence.

-

Key lindings from the lady health visitor's interview™’
Gender-based violence and health-related considerations

The respondent said that the beating of wives in early marriages is very common in remote
areas, where women are treated only as seérvants.

Like the. preceding health service providers, she identified the very limited role of health service
providers in addressing the complex problem of gender-based violence.

Reported gender-based violence related experience

The lady health visitor had seen caseés of abuse due to domestic violence but was not able to
offer any tangihle help. She had referred some cases to medical doctors but she was not happy
with the attitude of the doctors, especially that of the male doctors.

¥ |nterviewed on 5 November 2010.
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Integration of services for gender-based violence

The respondent said that currently there was no integration of services for gender-based
violence but that such an integration, especially at antenatal clinics, may not only provide some
help to the poor victims of violence, who are also very anaemic during pregnancy, but may also
produce some well-trained health workers.

Gender-based violence, the health sector and the post-flood scenario

The respondent had no experience in the flood scenario but she commented that the health
sector is not at all grepared to manage half a million pregnant worhien affécted by floods, She
identified the health needs of affectees of different age groups and pointed out that they also
had needs that lie outside the health sector, such as shelter, clothing, cash and access to justice.

She was not aware of any support mechahisms. and links.
Gender-based violence and the medico-legal system

The lady health visitor had some vague idea about laws to. protect women and expected that
the Government could take strong measures to change the situation and condition of women in
remote areas of Sindh.

Key findings from the lady health worker’s interview™
Gender-based violence and health-related considerations
“Hum bol nahin saktay.” (We cannot speak for the victims of violence.)

The respandent had ample knowledge of different forms of viclence against women and girls,
was well aware of the local culture and articulated the same limitations that were shared by the
other health service providers who were interviewed earlier.

Consequently, despite knowing the issues, she cannot go beyond first-aid treatment or
counselling as a remedial gesture for the victims of domestic violence.

Reported gender-based violence related experience

Although cases of rape ahd assault exist in the community, they are not brought to the facility
where she reports. However, she claimed that she can always recognize a case of domestic
abuse, with or without physical injury, and these appear on a daily basis.

Integration of services for gender-based violence
The respandent confirmed the absence of record-keeping systems an gender-based violence.
Gender-based violence, health sector and the post-flood scenario

The respondent had no experience in the post-flood scenario but commented that the health
sector is not at all prepared to manage half a million pregnant women affected by floods.

She was not aware of any support meehanisms. and links.

** |nterviewed on 5 November 2010.
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Gender-based violence and the medico-legal system

She knew about medico-legal cases that were referred fram her health centre to the Civil
Hospital in Hyderabad.

Jamshoro district, Sindh

Key findings frem the female doctor’s interview =
Gender-hased vielence and health-related cansiderations

The respondent thought that medieal doctors can only offer counselling services and
symptomatic treatment to a woman victim of violence and that the violence is frequently
caused by lack of education and unemployment.

She also stated that women of childbearing age suffer from anaemia and complications of
pregnancy, and that young girls experience nutritional deficiencies due to culturally determined
nutritional practices.

She thought that neglecting health care means that a woman’s health deteriorates further and
that when she suffers from violence from her husband the consequence is tragic and morally
incorrect.

“Because of domestic violence in which women are not anly beaten but are not given
money for everyday needs, complications take place — women turn. into prostitutes
under compulsion — sometimes their hushands even ask them to do so.”

Reported gender-based violence related experience

The respondent has experience of working with women victims of violence, including minor
girls, but in the latter case the mother or another relative tells the history. She finds it easy to
refer complicated cases to the teaching hospital, which is within the campus of the dispensary
where she is based.

She was of the view that a doctar cannot do much for a victim but “we can offer counselling —
tell the woman to compromise”.

Integration of services for gender-based violence

The female doctor was of the opinion that health facilities at all levels can address the problem
of conjugal or domestic wiolence by addressing the physical ailments but not the actual causes
of the violence as there is no such thing in the job descriptions of the health service providers;
hence there is no record-keeping on gender-hased violence. She thought that all health
professionals can have a role in tackling the issues of gender-based violence, provided they are
trained and possess the required skills.

She also thought that services for gender-based violenceé should include transport services and
the entry point should be the antenatal clinics. In her view, the role of doctors is limited and
lady health workers are in a better position to motivate an expectant mother to attend
antenatal eheck-ups, or her mather-in-law to allow her to do so.

2 |nterviewed-on 4 Navember 2010.
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Gender-based vialence, the health sector and the post-flood scenario

The respondent said that there had béen incidents of seéxual violence in the camps and that the
women suffer nutritional deficiency as the food offered is only rice. She was of the opinion that
the current state of the health sector was too weak to address the needs of half a million
pregnant women who have been affected by the floods. She also thought that the health sector
in Pakistan is incapable of fully addressing the health needs of different age groups, in both
normal and disaster situations.

Gender-based violence and the medico-legal system
The respondent thought that the medico-legal system is the way te help the victims of violence.
Key findings from the male doctor’s interview™

Gender-based viclence and health-related considerations

The male doctor seldom deals with women patients and the victims of violence are usually
women.

“I recognize violence but | cannot offer help —how can [?”

The respondent claifhed that male doctors have to be very careful when dealing with women
patients socially.

He also thought that women do not give a correct history and usually only feel comfortable
discussing gynaecological problems with female doctars. He stated that abortion is one factor
that affects a woman's health and it is not much talked about, remalning hidden because of
sociocultural communication harriers.

He thought that depression is a widely neglected consequence of gender-based viclence.
Reported gender-based violence related experience

The respondent said that, although doétors have some experience in attending cases of
violence, they can only offer symptomatic treatment. He thought that too much probing or
interest by a doctor is not socially recommended and can cause anger and even suspicion
among male members of the woman victim’s family.

“These days | notice elderly people who are malnourished — maybe this is also a
violence?”
The respandent said that he finds no difficulty, socially or administratively, in referring medico-
legal cases to the teaching hespital.
Integration of services for gender-hased violence
The male doctor endorses the idea of integrating remedial services for gender-based violence

at the ahtenatal clinic and bélieves that currently a héalth facility cannot address issues of
domestic or conjugal violence because doctors can only offer symptomatic medical care.

* Interviewed onh 4 November 2010.
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Gender-based violence, the health sector and the post-flood scenario

The respondent. was not attending any camp. for flood affectees, so could nat comment on
questions related to the flood scenario. However, he thought that the health sector in Pakistan
is capable of meeting the health needs of all kinds of patients and clients.

He said that no record-keeping for gender-based violence is practiced but that resources such
as female staff, easy availability of mabile phones and field presence of lady health workers, are
relevant and can be used to address issues. of gender-based violence at the health facility level.

The respondent was of the view that multisectoral links are alsa potential resources, although
at present they do not exist.

Gender-based violence and the medico-legal system
The respondent believed that the laws are in place but need to be implemented to protect
women against violence.
Key findings from the lady health visitor’s interview "
Gender-based violence and health-related considerations
“Ham dartay hain.” (We are scared.)

The respondent clearly pointed out that in a society and culture where women afe abused on a
daily basis in a variety of forms, arid where male dactors are often rude with patients and
support staff, how can one expect a lady health visitor to take the initiative and help a victim of
violence other than giving first-aid treatment?

Reported gender-based violence related experience

“Wo harnary pas atay kab hain un ko ghar say bahar hee nahin nikala jota.” (The victims
do not approach us — they are not allowed to leave their homes.)

The respondent disclosed her experience of attending cases of violence. She attended those
cases with much secrecy and fear. However, she was of the view that if lady health visitors are
given proper training, they are intelligent and committed enough to deal with such cases.

Integration of services for gender-hased vicolence

The lady health visitor thought that there is no such integration at present and that pregnant
women are neglected and abused, so it is a good idea to start extra services ta help these
women. She also thought that basic health units should be better equipped and that standards
should be raised.

Gender-hased viclence, the health sector and the post-flood scenario

The respandent had no experience in the post-flood scenario and was unaware of any support
mechanisms and links.

Gender-based viclence and the medico-legal system

She had no knowledge of laws or palicies to combat violence against women.

*! Consent not given to include the name in the list of the respandents. Interviewed on 4 November 2010.
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Key findings from the lady health worker’s interview >
Gender-based viclence and health-related considerations

The respondent was conscious of the barriers for lady health workers in addressing the issues
of violence against women, which in her experience included watta satta (also known as adlg-
badla — an exchange marriage whereby a brother’s sistet is married to his wife’s brother),
honour killing and early marriage.

She thought that common beliefs and norms are against women and girls and that health
measures such as contraception, which. can reduce harm or bring improvement to a waman's
life, are rejected in the name of Islamic injunctions.

“I met a couple who have 11 children and when | talked to her and her husband ahout
family planning, the husband refused.”

“Jee bitkul jab hum family planning ki bot karnay gaen gothon mein jatay hain to
especially molvi hazrat humain bohat bura bhala kahtay hain, ‘tum log yahoodion ko
kam kar rahay ho nikal jao humaray ghar say’ tab ahsas hotd hay kay jo female in kdy
sath rahti hain un kay sath kia hasher hoga.” (Yes, when we go from one village to
another and pay home visits for creating awareness on family planning then men,
especially male religious leaders of the mosque, criticize us severely and say “get out of
our houses, you are implementing the agenda of Jews” and then we realize that those
women whao live with such men, what must they have been gaing through?)

The lady health worker said that women tend to seek health care from government hospitals
but male doctors act quite rudely with female patients, especially girls, in the hospital's
outpatient department. The women prefer traditional birth attendants, lady health visitors,
lady health workers and quacks, who are easily accessible and afe nice te them. However, she
thought that boys and men have no problems and can visit any health care centre.

Reported gender-based violence related experience

The respondent narrated her experience of working with women and girl victims (minors,
yvoung and older women of childbearing age). She said that getting involved in violence-related
issue of mihor girls is problematic.

“ltria ziada nahin kyun ke un kay man bap kisi ko involve nahin karnay detaiy.” (Not so
much — parents of the minor girls do not let others get involved.)

Being attached te a family planning programme, the respondent is usually with pregnant
women who often suffer from missed abortions, life-threatening haemorrhages due to physical
violence, and anaemia.

She said that she refers many pregnant women. in labour or with physical injuries to the tertiary
care hospital and has escaped any threat or pressure not to assist those women because “it
always happened at night and | did not have to bother about legal issues”.

* Consent not given to include the name in the list af the-respandents. Interviewed on' 3 November 2010.
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She thought that lady health warkers are the first level of contact for women victims of violence
and that they can help the women to a great extent if they are dutiful and driven.

“Jee bilkul hum un ki help kartay hain un kay hushband ya maan bap ko samjhatay hain
gor un ki treatment bhi on the time hum log hi kartay hoin bad mien wo jakay achay
doctor ko dikhati hain.” (Yes we are the ones who help them (the women victims of
vialence), counsel their husbands or fathers and it is us who offer them timely first-aid
treatment; later an they go to a good doctor.)

Integration of gender-based violence services

The respondent thought that integration of gender-based violence into the health sector to
reduce violenée is only possible when there are many rural health centres in all areas.

She said that women die duting preghancy as there is nho transport to carry thém to the tehsil
headquarters or district headquarters hospitals. She also thought that women face a lot of
violence, even during pregnancy, are overloaded with work and do not have the option to rest.

She thought that lady health workers currently do not maintain any records of incidents of
gender-based violéence, in spite of witnessing so much and doing a lot to address these issues,
because of the understanding that “it is not our work”.

Gender-hased violence, the health sector and the post-flood scenario

The respondent was not aware of any incident of gender-based violence in camps and whether
the government records had any option for recording gender-based violence in the camps.

She was of the view that the health sectar cannot handle half a million flood-affected pregnant
women and, similarly, is not capable of handling the needs of neonates, children, adolescents
and young people. She pointed out that their needs include food, clothing, shelter, money and
jobs, and that these are beyond the role of the health sector.

She was unaware of any support mechanisms and resources for health care providers/delivery
staff to address cases of gender-based violence, including presence of female health care
providers, self-safety mechanisms, skills and communication channels. Similarly, she was of the
apinion that there are ne existing health sector capacities or links with other sectors/line
departments/civil society organizations to address issues of gender-based violence, including
identifying gender-based violence, sensitive ways of communicating with patients, and
responding to and documenting cases of gender-based viclence.

Gender-based violence and the medico-legal system

The respondent had heard of some protection rights concerning women on television, but that
was all. She did not think that the Government can take any effective action to control or
reduce violence against women through the health sector.
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Muzaffarabad district (Azad Jammu and Kashmir)

Rey findings from the female doctor’s interview™

Gender-based vialence and health-related considerations

The female doctor was of the opinion that doctors face barriers and experience problems in the
context of gender-based violence because there is “no policy to refer patients to police stations
or gny other relevant institutions”.

She thought that the health care setting is extremely poor for all victims of violence

(women/girls and boys/men}, but especially for women and girls. She claimed that there is also
a dire need to improve the relationship hetween patient and health staff.

Reported gender-based violence related experience

The respondent had experience of dealing with wife-battering cases and rape, including widows
raped by in-laws. She lamented the problems invaolved in referral and reporting to police that
discourage doctors to take an interest in helping victims of violence.

Integration of services for gender-based violence

The respondent was of the opinion that there is currently no integration of services but thought
that antenatal clinics could be a good entry point as lady health visitors and lady health workers
could provide counselling to the women.

She also said that the health sector has not yet developed a reporting systerm or referral
mechanism for gender-based violence, as is the case with other departments, and that lack of
awareness is prominent at the policy- and decision-making level. She thought that females are
reluctant to share basic reasons for violence because of social pressures and also because the
health facility does not offer any guarantee of privacy, confidentiality and practical help. She
was also of the opinion that political parties are against ending gender-based violence and that
higher authorities have no interest in this problem.

Gender-based violence, the health sector and the post-flood seenario

The respondent had observed that wormen even faced vialence in camps and were overloaded
with work, “fetching water for animals and for drinking while males are sleeping in their tents
there”.

She thought that owing to lack of “manpower” and other required resources, the health sector
canhot meet the needs of either the half a million flood-affected pregnant women or of
anybody else,

In her opinion, the health sector is devoid of support mechanisms and tangible resources.

Gender-based viglence and the medico-legal system
She was unaware of any policy or law regarding gender-based violence. She thought that the

* Cansent nat given to include the mame in the list of the respondents. Interviewed on 6 November 2010.
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Government of Azad Jammu and Kashmir “must develop policies regarding gender-based
violence and these should be implemented by the health department and other relevant
authorities”.

: ch S ’ i P
Key findings from the male doctor’s interview”
Gender-based violence and health-related considerations

In the respondent’s view, dactors and other health professionals are helpless and cannot do
much about cases of rape, domestic violence and abuse, which are prevalent in Azad Jammu
and Kashmir and caused by early marriage and the dowry systems.

The respondent’s experience of dealing with women and girl victims in the health care setting
includes cases presenting primarily with psychological issues due to violence. He added that
boys and men present with physical pain due to corporal punishment by teachers or those in
the warkplace, while mén also have mental and psychologleal issues due to the rapid change in
socieeconomic.conditions.

Reported gender-based violence related experience

"Very rare cases surface, especially cases of sexual abuse, as they do not open the secret
due to cultural barriers.”

The male doctor thought that doctors gan help, but are not allowed to due to social nerms and
absence of any protection to deal with cases. of gender-based violence.

He also said that cases that fall under child protection are referred to the child protection
complex for legal and psychological protection.

Integration of services for gender-based violence

The respondent thought that even though doctors do not have any policy guidelines or any
incentives, the committed ones handle victims with great care within their available resources.

He thought that services, including counselling, medication, psychosocial support, self-
protection and care, must be integrated at antenatal elinics to address the issues of violence
and help victims.

Gender-based violence, the health sector and the post-flood scenario

The respondent concluded that women and girls face much psychosocial stress during floods,
due to loss of family and property.

He believed that the district health departments and nongovernmental egrganizations jointly
provide all the necessary basic facilities for pregnant women to eliminate their suffering, but
“resources are very short and tragedy is great, and there is a need to do more”.

Currently, there are no éffective support mechanisms but “both Government, line departments
and nongovernmehtal organizations should jointly establish a mechanism to be ahle to

* Consent not given to include the name in the list of the respondents. Interviewed on 6 November 2010.

41



establish well-equipped facilities, a database, registration processes, skilled manpower,
women- and child-friendly spaces and psychosocial support activities — all these should be
undertaken to address gender-based violence”.

Gender-based violence and the medico-legal system

The respondent mentioned Azad lammu and Kashmir's constitution and the Women and
Children Rights Agency as instrurments that are in place and can prevent viclence against
women,

“Laws are very easy to constitute but very tough to implement, so implementation
should be ensured by Government in all walks of life.”

Key findings from the lady health visitor’s interview™
Gender-based violence and health-related considerations

The respondent highlighted several forms of violence (e.g. local marriage customs in Azad
Jammu and Kashmir), in addition to those given in the checklist. She favoured the role and
involvement of lady health visitors in addressing the issues of vielence against women, in spite
of the known and unknown barriers, because she saw no other place for a woman who is
suffering to go.

On a lighter note, she added that women do not choose to visit her health centre (rural health
centre A) but rather insist to their husbands that they go to cities for the delivery of the baby as
“it is their anly excursion and why should they lose this opportunity”?

Reported gender-based violence related experience

The respondent has experience of dealing with women and girls who are in unhappy marriages
and are mentally and physically tortured by their husbands and mother-in-laws.

I counsel them and tell them ta remain patient and tolerant.”

“Unmarried women often used to come for abortions but now theéere are a lesser
number of such women, as knowledge about contraception is common.”

Integration of services for gender-based violence

The respondent was in complete agreement that the integration of seryices such as counselling
and awareness about women’s rights would benefit women.

g

She noted that, other than cases reported to police under “medico-legal”’, there is no record-

keeping on violence against women.

She believed that the prevalence of gender-based violence would be reduced if the problem is
addressed at health facilities, as the treatment, counselling and knowledge of their rights would
give a voice and power to the helpless vietims. of violence.

* Interviewsd on 8 November 2010.
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Gender-based vialence, the health sector and the post-flood scenario

“I do not know of any link or coordination of the health sector with any other
nohgovernmental organization or departiment.”

She articulated that the recent floods caused a decrease in “domestic violence” because all
affectees were homeless and “men did not have-any private space to beat up their wivesin the
open or even in the camp”.

In spite of believing in the capacity of the health sector to deal with flood-affected pregnhant
women and neonates, she pointed out the absence of attention to the heéalth needs of
adolescents and young people within health care practice.

Gender-based violence and the medico-legal system
The respondent stated that she was unaware of any specific laws to protect women .or
guidelines to treat victims of vialence.
Key findings from the lady health worker’s interview

“Kashmiri women are suffering badly from violence at every stage of life.”
Gender-hased violence and health-related considerations

The respondent mentioned that in the villages, females are not allowed to marry the person
whom they love and any woman who tries to exercise her free will faces both physical and
psychological violence.

In addition, she said that the community does not allow girls ta attend health awareness
workshops and this creates a barrier for lady health workers in addressing issues of violence,
She pointed out that lack of awareness about bady changes at different phases of their life
imposes a health threat to women and girls. Also, boys are hesitant to attend health facilities to
discuss sexual health problems, while men are arrogant and lack correct knowledge of religion.
She believed that these factors impact on the health of a woman in her different rgles and at.
different phases of her life.

Reported gender-based violence related experience

The respondent did not disclose her experience of dealing with cases of violence against
women. However, there was a suggestion that she had witnessed such cases.

She said that there is no advantage in bringing up issues of violence at a health facility because
“her relatives will become our enemy”,

Integration of services for vielence against women

The respondent said that she cannot imagine any such services because neither a woman
doctor nor any antenatal clinic exists in her geographic area.

% Consent not giveni to include the name in the list of the respondents. Interviewed on & November 2010,
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Gender-based violence, the health sector and the past-flood scenario

The respondent had some experience of working with flood-affected women and vialence is
nothing new to them. She was disappointed with the capacity of the health sector to address
the needs of a large number of patients from different age groups.

Gender-based violence and the medico-legal system

She had witnessed one medico-legal case but the police were helpless before the angry father
and brother who were the perpetrators of the violence.

She had not heard of any law or policy in connection with violence against women.

Kasur district, Punjab

Key findings from the female doctor’s interview’'

In this interview, most of the responses regarding gender-hased violence were in sharp contrast
with those shared by the other health serviee providers.

Gender-based violence and health-related considerations

“Violenice against women? Women are no longer simple and stupid. | see criminal
women who have killed their husbands, have multiple parthers and there are girls who,
after being dumped in an otherwise consensual relationship, present themselves as a
victim. | see alleged and fabricated rape cases.”

However, the famale doctor acknowledged that some women do face violence, for instance
there is a very strong desire for a son, therefore sex-selective abortion and “back street
abortion” is very common.

She felt that doctors can address the issues of gender-based violence but if they do so they will
face threats and their personal safety will be compromised.

She also said that dealing with gender-based violence is nat in the job description of doctors.
Reported gender-based vialence related experience

Since the respondent bears the additional responsibility of being a medico-legal officer, she is
“over loaded” with criminal cases and “is sa stressed that | want to quit”.

Integration of services for gender-based violence

The respondent was not convinced that viclence against women is too ]cs‘re\,'alent.38 She
identified poor finances and greed as the causes of specific forms of violence whereby men use
women for commercial sex purposes or drug trafficking.

"Waomen get concessions in the law, therefore they are used by men for their crimes.”

¥ Consent not given to Include the name in the list of the respondents. Interviewed on 10 Novembsr 2010.
Kasur is among ane of the 15 districts of Pakistan with the most reparted cases of violence against women
{Perveen, 2010).



Gender-based violence and the medico-legal system

The respondent. was well aware of the medica-legal system but her stance on gender-based
violence is very strong and cleat. She pointed out that distractions from kslam also create such
problems in society.

Key lindings from the male doctor’s interview -

Gender-based violence and health-related considerations

“Property disputes and preferences for a son are the sociocultural factors that also
cantribute to harmihg the health of womien ih our environment.”

The respondent thaught that gender-based vielence is a very private matter and doctors da not
wish to be party to it.

In his opinion, women suffer from various forms of violence and do not have many choices. He
thought that even today, the practice of nutritional discrimination is strong in our society.

He pointed out interesting dichotomies in the conduct of woman. According to his ohservation
and experience, women who usually face maobility restriction somehow find it relatively easy to
visit or seek permission to visit a health facility. Younger women prefer to see male doctors and
women of all ages usually trust a male physician more than a female doctor.

“They need an emotional tatharsis.”*
Reported gender-based violence related experience

The respondent had experience of dealing with cases of gender-based violence. He had even
dealt with a rape of a four-year-old girl who required extensive surgical procedures.

“Such cases reveal the torn moral fabric of our society.”
Integration of services for gender-based violence

He endorses the idea of integrating services to cater for issues of gender-based violence,
especially at the antenatal clinics, but is not in favour of creating vacancies for counsellors.

Gender-based violence and the capacity of the health sector

In his opinion, the health sector has no capacity to address the health needs of all those who
are in need.

Gender-based violence and the medico-legal system

The tale doctor thought nothing can be specified, although there is a lot of noise in the media.
The Government should be “strict on legal proceedings and have a proper monitoring system”.

zg Interviewed on 10 November 2010,

® This view is interesting, as it counters the conventional view that women prefer to see female doctors. However,
in our assessment of Kasur in 2008, the women in the communities expressed the same ... that they had no
particular prefererice whether they saw female or male doctors. It was the men of the community wheo indicated
that they wanted their women Lo only see female doctors.
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Kev findings from the lady health visitor’s interview"
Gender-based violence and health-related considerations

“Bhai kehtay hain tum nay hissa kiyun manga jo mangay uss say rishta khatam yeh bhi
zulm hay.” (Brothers question their sister on how she dare ask for her inheritance right
and those who insist and finally take it up éxperience a social boycott — this is also
violence.)

The respondent recognized, but could not address, gender-based violence at the health facility
level,

“Wha knows why there was a “stove burst’ and she was abused — was it because she
brought a lesser than expected dowry? What can be done by a lady health visitor?”

Reported gender-based violence related experience

As a practicing lady health visiter and trainer, she had experience of seeing and dealing with
cases of stove burns, acid burns, suicide, drowning and homicides.

Integration of services for gender-based violence

The respondent emphasized that the training needs of lady health visitors and lady health
workers must be assessed: they should be trained so that they can contribute towards
addressing remedies for gender-based violence within health care settings.

Gender-based violence and the capacity of the health sector

The respondent was of the view that, in addition to increasing the capacity of the health sector
through training of different levels of health service providers, opinion shapers such as the
imams of mosques must be involved for an overall change in the societal attitude towards the
issue of gender-based violence.

Gender-based violence and the medico-legal system

Like most of the preceding respondents, the respondent had heard “something” on television
but could net specify any law or policy to address violence against women. She emphasized the
Government's role in this issue and urged the inclusion of other players to examine the
problem of violence against women and girls in Kasur and across the couritry.

Key findings from the lady health worker’s interview

Gender-based violence and health-related considerations

The respondent thought that if lady health workers offer “toe much” assistance to the victim of
violence, they may face social pressures, especially from the victim's family.

She thought that people are unaware of the issue and also do hot cooperate.

! Interviewed on 10 Novembar 2010.
2 Interviewed on 10 November 2014.
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In her opinion, women can seek family planning services far more easily than men and that
women seek health care from soothsayers and traditional healers (pirs and faquirs) in the first
instance, rather than from trained health care providers.

She said that boys and young men are encouraged to see a doctor because the family feels that
they need proper treatment as “they are the earning hands of a family”.

Reported gender-based violence related experience

The respondent reported that she has been helping young married women who face verbal and
physical abuse, for example from a dowry being less than expected or from the demands for a
san, and counsels them and their mothers directly.

“Recently | advised a newly wed not to accept the threat of divorce from her lawyer
hushand and his pressure to her parents to give himh more rmohey. She and her mother
listened to me. Her husband left her at her parent’s home and when, cantrary to his
calculation, he did not find any outcome of his threat, he finally decided to take her
back.”

However, she accepted that not all these stories have happy éndings and that lady health
workers can be at risk if they take too much interest in a case.

Integration of services for gender-based violence

“What is the use of giving awareness to women; how can women tell men not to beat
them? Men need to be trained and hecome aware of issues of violence. Had they been
wise, why should they have become abusers?”

The respondent liked the idea of integration but articulated her fear that if husbands ‘who are
abusers come to know that doctors at the health facility are keen to address the issues of
violence, they may fear police or legal action against them and will stop their wives visiting any
health facility.*

“Raohi sahi aazadi bhi khatam.” (Whatever freedom women have would also be ended
then.)

She said that currently there Is no practice, ar even thought, of recognizing and registering a
cases of violence against women at the health facility level and no mention of dealing with
gender-based violence in a lady health worker's job description.

In her apinian, antenatal clinics are good and safe points for integrating services for addressing
gender-based violence as “there are all women around”.

Besides health service providers, she thought the imarms of mosques should be involved in
educating men.

Gender-based violence and capacity of the health sector

The respondent thought that the public health sector does not have enough capacity to liaison
with other line departments and civil society organizatians.

“a very important paint ta keep in mind and this must be discussed with stakehalders and the duty hearers.
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Gender-based violence and the medico-legal system

The respondent said that she was aware of the law for harassment against wotrien at the
waorkplace through television,

The questions related to floods were irrelevant for Kasur-based respondents as Kasur district
did not flood and therefore there were no camps for internally displaced persons. However,
some respondents were dware of the increase in incidence of gender-based violence during
floods and in camp settings. Sexual torture and rape was specifically mentioned in the Bhakkar,
Layyah, Muzaffargarh and Mianwali districts of Punjab.

Table 1. Quantification of 20 queries for the 20 health service providers from four districts
with a brief qualitative analysis.

No. Query Yes No  Any other responsefcomments

1. Do you think you would face any 15 05 Even those who said “Yes” identified the
barriers in addressing gender- limited role that they could actually offer
based violence/violence against
women as a health service
provider?

2. Would you like to identify key 20 00 Women and girls were more influenced and
sociocultural factors that affected by.such factors
influence health of women/girls
and men/bhoys in your area of
work?

3. Can women access and use health 15 05 Both men and women could aceess these
facilities andl services as easily as facilities with equal ease or difficulty,
men? according ta the situation

4, Would you like to identify certain = 20 00 None of the respondents could think of any
health and social outéomes and problem fof men and boys
consequences of negligence of
health consideratians for
women/girls and boys/men?

5. Have you ever worked with 20 00 Other than lady health visitors and lady
clients/patierits who may have health workers, health service providers did
been victims of violence? not recoghize cases of violence as gender-

based violence/violence against women

6. Do you think health service g0 20 Health service providers may have suspected
previders who suspect that a but they rarely asked questions or
patient is a victim of conjugal or intervened. Their degiee of intetest and
sexual violence would usually ask ability to look into these issues decreased
their patient about it? with increasing seniority and level of the

health service provider

7. Do yeu believe you could help a 13 07 Helping was mostly equated to medical
woman who is a victim of treatment and counselling was equated to an
violence? emphasis on compromise with the violence,

ar on ignoring the crime due to social norms

8. Do you refer cases of violence? 20 00 Health service providers maintained that they

48



No. Query Yes No Any other responsefcomments
always referred cases where necessary,

Q. Do you think that a client who 12 08 Antenatal elinics were thought to be the hest
uses antenatal care services might entry point for integrating such services, as
be at risk far any of the types of married woren face a lot of domestic
violence mentionad before? violence

10. Is the recard-keeping systemn 00 20 There is no such thing in the job description
equipped to register and monitor of any health service provider and there i% no
incidents of gender-based such requirement in the reporting
violence? mechanisms. Thus, in practice this becomes

an invalid quei’v“

11, Arethere any support 05 15 Support mechanisms were not clear to health
mechanisms and existing service providers. Even thi existence of
resources for health care female workers, access to maobile phones or
providers/delivery staff to address knowledge of self-safety mechanismswere
cases of gendeér-based violence, not cansidered support mechanisms or
including presence of female resources in the context of addressing
health care providers, self-safety gender-based violence fviolence against
mechanisms, skills, women and girls
communication channels?

12.  Are there any existing health 17 03 Those who said “Yes” alse emphasized the
sector capacities and links with weakness of such links
ather sectarsfline
departments/civil saciety
organizations to address gender-
based violence, including
identifying gender-based violence,
sensitive ways of communicating
with patietits on gender-based
violence (e.g. capacity to engage
victims in cenversation),
responding to and documenting
cases of gender-based violence?

13.  Did you notice any ineidence of 10 10 There were mixed views, as not all health
gender-based violence/violence service providers were involved in flood relief
against women and.gitls during activities
and after floods?

14. Do you think the health sector is 15 05 Those who said “Yes” thought it was in fact

prepared to manage half a million
pregnant women whao are
affected by floods?

dlso a measure of their own performance

* This will be a challenge to address and .operationalize in the staridard operating procedures but extremely
important to push forward on dacumentation. Perhaps lady health warkers can begin the process but only with
strong support, protection and with canfidentiality ensured.
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No. Query Yes No Any other response/comments
15. Do youthink the health sector is 15 05 There was no clear and commuon
prepared to address the needs understanding among health service
{kindly specity the needs as well) providers about the age of children. There
of flood-affected neoriates, was no attention to the sgecific needs of
infants and children? male and female children. Transgenders were
virtually excluded
16. Do you thinkthe health sector is 20 00 There was hio ¢lear undétstanding df the
prepared toaddress the needs of issues of adolescents and young people.
flood-affected adalescents and There was ho attention to the specific needs
youth? of males and femiales. Transgenders were
virtually excluded
17. Are youaware of national policies 15 054 Thosg who said “Yes” could net specify or
or laws that exist to prevent explain any law or policy. Those who said
violence against women? “Yes" had heard of some women protection
bills and laws, especially on harassment,
through television but nobody was clear or
very knowledgeahle
18.  Are you aware of laws or policles 00 20 All health service providers, however, were
that require specific actions by familiar with. medico-legal terms and the
health service providers with problems involved due to the attitude of the
regard to vielence against police, community, family members and,
women? ultimately, court hearings
19. Do youthink it is the tole of the 15 05 Health service providers suggested ttaining
Government to-address the and monetary incentives as remedial
problem of violenee against measureas for improving the performance of
womean? the providers besides urging multisectoral,
especially the edueation sector's,
invelvement in these issues
20. Do yousee any challenges in 17 03 Resistance from the community was the

integrating gender-hased violence
in the health sector?

commaonest challenge identified

Reflections from the discussion with the participants of a two-day WHO training

workshop in August 2010

Participants of the three group discussions® were selected frori health serviee providers who
attehded a two-day training workshop on gender conducted by WHQ Pakistan in August 2010
in four districts {Jamshore and Dadu, Sindh; Muzaffarabad, Azad Jammu and Kashmir; and
Kasur, Punjab) where the Basic Development Needs Programme is working.

The main objective of this exercise was to gain an insight into the perceptions and perspectives
of these relatively well-trained health service providers without evaluating the accuracy of their

* Discussions were held on 4 November 2010 in Jamshoro, Sindh; & November 2010 in Muzaffarabad, Azad Jammu

and Kashmir; and 10 November 2010 in Kasur, Punjahb.
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knowledge about gender, the gender-health nexus and gender-based violence, and without
judging the quality of the training that materialized in a very short time on camplex issues.

All sessions began with questions designed to create a rapport with the discussants. They were
asked to share their reflections on the training they had received and how they felt about
gender and gender-based violence ih their areas of work.

The ice-breaking session was followed by a round of questions by the researcher and the
discussants engaged in an intéractive dialogue. The average discussion time for all discussions
was 55-60 minutes.

The following account illustrates highlights of the discussion under the themes specified in the
data collection instruments for this group (see methodology In Chapter 1 and Annex 1).

Links between gender-based violence and health at the policy level

Policies are not clear; therefore very few health service providers are aware of gender-based
violence and related issues.

Only district headgquarter and tehsil headquarter hospitals currently deal with cases of vielence.

The effectiveness of links between gender-based violence and health at the policy
level
Since knowledge and awareness of gender-based violence is almost negligihle among health

service providers, the effectiveness of any such links is non-existent or is not applicable to the
current state of the health sector.

Links between gender-based violence and health at the legislation level

There Is almost no awareness of laws and health legislation, even among senior members of
the health sector. Overall, the guilty are rarely brought to justice and this contributes towards
perpetuation of these crimes against women and girls.

The recent laws and legislation that have been put in place in Pakistan, such as the law on
harassment against women or the bill oh women's protection, do not exist Inh Azad lammu and
Kashmir.

The effectiveness of links between gender-based violence and health at the
legislation level

Obviously, there i$ no question of any effective implementation of the laws if there is no law; if
there is a law, nobody knows how to use it in favour of the victim of violehce, who is usually a
woman from a poor background in a socially disadvantaged position.

Links between gender-based violence and health at the operational level

The issues of gender-based violence should be integrated across the board in the health sector.
Senior health officials, health workers and community inembers nmust be involved together to
address this complex issue as society, culture, religion and economy all determine the patterns,
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prevalence and patronization of different expressions and manlfestations of gender-based
violence.

The effectiveness of links between pender-bhased violence and health at the
operatonal level

No project or programme can be effective if there is no ownership from the community.

Links between gender-based violence and health at the puidelines level

No guidelines are available at any level of health service provision and hence there is almost a
hlindness, or silence, on issues of gender-based violence.

The eifectiveness ol links between gender-based violence and heallh at the
guidelines level

Again, since theré are no guidelines, the question of measuring their effectiveness. is invalid.

In nearly all discussions, participants openly examined heliefs, attitudes, norms and value
systams prevalent in the communities where they work. They appeared to confirm through
thelr responses that they are in favour of women's rights, equality of gender and understand
the role of the health sector and health service providers in addressihg the issues of gender-
based violence. However, they voiced certain risks, speculations and concerns about the point
of view of those health service praviders wha are not sensitized, are unaware of the concept of
gender and are opinian-makers i the communities.

Summary of “unsaid™ guestions raised by participants
*  Why is the health sector suddenly interested in gender-based viclence?

s If gender-hased violence is a public health issue, why was it not conveyed to the health
service providers much earlier?

o  What are the incentives for the health service providers who take a risk and address
gender-based violence?

o  How will the media and nongovernmental organizations be kept within limits so that they
do not exploit a victim for their own benefit and publicity?

* The community needs to he trained for changing their mindsets — is the health sector
ready to allocate resources far interacting with the opinion-makers in the community and
genuinely be involved at the gtass-roots level?

Reflections from consultations (e-mail, telephone, face-to-face) with 10 public health

experts within and outside WHO Pakistan

The opinians of the experts can broadly be divided into two groups: the proponents and
opponents.
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The proponents (six in number) endorse the idea of integration of gender-based violence into
the health sector but they advise remiaining cognizant of inherent deficiencies of the health
sector and a very deficient intersectoral and multisectoral coordination.

All experts, including those who admired the infrastructure of the basic health units and rural
health gentres in Pakistan, are unsatisfied with:

s the levels of privacy in health centres;

s the way medical records are stored;

+ the existing capacity of health service providers to maintain privacy and confidentiality;
e the administration and effectiveness of the referral systems;

+ the capacity of the sector for medico-legal information;

e the capacity and fesouices available for consistent recording of cases of gender-based
- b 46
violence.

However, the praponents point out that whatever appears as weaknesses can be translated
into strengths (staff, infrastructure, etc.).

Others. are sceptic about the reality of gender-based violence as a public health issue. In their
view it is a social issue, outside the area of health.

Some selected responses

“Frankly speaking, | have no experience of dealing with such cases in my professional
life, but they do happen. | haven't come across them in hospital but | do hear about
them from time to time, mostly on the media. Usually these patients have head injury ar
arthopaedic injuries or burns, ih PIMS* not having these specialities | do not have a
chance to see these patients. However, | would like to help further and, as | already said,
this will educateme.” (Senior specialist surgeon, PIMS, Islamabad, Pakistan)

“In my opinion this (gender-based violence) issue has never heen part of the health
sector. Usually, issues of violence are seen as crimes and the health sector is not
formatted to see this as its own indigenous problem.” (Former female medical doctor,
currently a civil servant, Sindh, Pakistan)

Structured observations by the researcher

Health sector structural readiness to address gender-based violence can be observed through:

+ attitudes;

& randomnized survey among 100 obstetricians—gynaecalogists in Pakistan in 2002 found that “the significant
mismatch between perceptions of prevalence of domestic vinlence in Pakistani society {> 30%) and in clinical
practice {< 10%]) suggests that obstetricians are socially aware of the snormous public health burden but cannot
associate an equivalent magnitude amang their clientele”. Addressing violence against women

thttp://www. whatworksforwomen.org/chaptérs/21/sections/59, accessed November 2014).

¥ pakistan Institute of Medical Sciences, (Islamabad-based tertiary care and teaching hospital).
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o sensitivity;

o Hhealth service providers’ fear of helping survivors of gender-based violence at health
facilities and fear of addressing this issue as a “health problem”.

Attitudes vary with different health service providers; however, men generally have a
patriarchal mindset. Many woman health service providers also endorse subjugation of women,
as may be validated by the counselling advice. The effect of negative perceptions of women, as
evidenced in the literature, is always endorsed by sociocultural factors, in particular anti-
woman and rape-supportive attitudes.

As in other developing countries, health service providers fear going beyond a. certain limit. If
health service providers take an interest in cases of domestic violence at all, they fear going
beyond a certain limit as the violéence happens in the sacred sphere of thé family.

Levels of privacy

Levels of privacy in health eentres include:

s effective sound and visual barriers;

o how medical records are stored and who has access to them;

o referrals {and awareness of] to available reseurces/support {medical, medico-legal,
information).

There are no sound-proof rooms but there are separate rooms for female and male doctors and
an examination area is separately allocated. However, in geheral, doctors do not care for the
privacy of patients. The door remains apen and other staff or visitors can intervene while the
doctor is attending the patient. This practice, though not recommended even far routine
examinations, is completely unacceptable when dealing with suspected or confirmed cases of
gender-based vialence.

Medical records are kept in designated registers and are placed on the doctor's table.
Theoretically, these are only aceessible to the doctor in charge but, in practice, the
confidentiality of the records is seldom ascertained. Medico-legal certificates and documents.
are not even kept in a locked cahinet or drawer and any unauthorized staff can access them and
misuse the information.

All health service providers are aware of the referral systems and procedures but, in practice,
the referral system is not strong. In medico-legal eases, the concerned doctar cannot refer a
case without going through the formalities of the procedure which, in turn, is only initiated
when there is a letter from the police. Otherwise, cases of assault and injury remain
unrecorded, if not unnaticed, as crimes of gender-based violence.

Capacity and resources available for consistent recording of cases of gender-based
violence

Sihce there is ho clause for retording gender-based violence, health service providers do not
record it. Record registers or reporting at any level, or in any chaih of command, do not require
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this specific record-keeping. Thus, health service providers, despite khowing through
community cotitacts, examination or histery that they are actually dealing with a case of
gender-based violence, can never record it as such. Only those cases of violence that qualify as
medico-legal are recorded and in many of these cases fabrication is practiced, either wilfully or
under compulsion.
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Chapter 4. Views and voices of women and men from the community
from the four districts

This chapter presents the rapid assessment’s findings regarding the health sector’s readiness to
integrate gender-based violence in Pakistan, including Azad Jammu and Kashmir, based on data
collected from focus group discussions in the selected four districts with men and women (see

methodology in Chapter 1).

The chapter is divided into three parts. The first part sums up the key findings in the light af the
responses from the focus group discussions with the four groups of men, one from each of the
four districts. The second part sums up key findings in the light of the respanses from the foéus
group discussions with the four groups of women, one from each of the four districts, The third
part assembles the overall impressions of the researcher, based on the groups’ responses and
her own observations. Tables 3 and 4 contain district-wise qualitative analysis of the focus
group discussion with men and women from the community and give a quick review and
understanding of the entire situation regarding gender-based vialence and its integration into
the health séctor of Pakistan and Azad Jammu and Kashmir.

Findings from the focus group discussions with the men from the community™

Hyderabad district, Sindh

When asked the question “If a2 woman is living in a vielent relationship or has experienced

violence, how might she get help?” the general response was that “it is not possible to get help

in our society”.*

Use of any health facility and treatment options
General responses

The respondents frequently use public sector health facilities (dispensaries or hospitals)
because fees are high in private clinies.,

They usually use bus or rickshaw to take their children or other family members to a
government hospital.

Usually, trained doctors are sought, as quacks, hakims angd homegpaths are thought to be
unreliable.

Two. respondents mentioned motorbikes as the means of transport for carrying a patierit to any
health facility.

** Held ori 3 November 2010.in Jamshoro, Sindh; 5 November 2010 in Hyderabad, Sindh; 6 November 2010 in
Muzaffarabad, Azad Jammu and Kashmir; and 10 Noevember 2010in Kasur, Punjab.

* This implies that it is impassible for a woman to get out of an abusive rélatiohship; marriage is a sacred
institution and divorce isstill a stigma.
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Specific respanses

One respondent said that a private health facility is preferred as they aré not satisfied with
government-sector health facilities.

Health care for pregnant women

General responses

Men support women in accessing health care during pregnancy.

Men support womeén in accessing family planning services.

Specific responses:

“But some Pathan families don't support their women to access health facilities during
preghancies.”

“No, fmost people did not observe family planninhg in the past but howadays, because of
the poverty, people are doing this.”

Violence — seneral views

General responses

The terminology “gender-based violence/violence against women®” was not recognized in Urdu
or English.

Following an explanation of the concepts, the respondents were of the opinion that these cases
and practices of violence against women and girls happen in “most places” but they are “heard
less” as they are concealed and the community feels it is & very private matter and disclosure is
equal to loss of honour,

Often, married women are beaten by in-laws collectively because of property disputes after the
woman’s father dies.

The respondents also pointed out a geographical distribution of the violence and emphasized
an urban/rutal division.

Owing to access to mass media they are aware of those cases of vielence against women and
girls that had been highlighted in the media, especially on private television channels.
Specific responses

“There is a person — my neighbour — he once bheat his wife very badly and when we tried
to stop him, he also tried ta fight with me and said it was their ‘home matter’; he used
to beat her because he drinks alcohol daily and his: income is less and whenever his wife
asks for money or something for the kids, he starts to beat her.”

“Violence is a commaon experience in the lives of warmen in our district and city but it is
less in cities-and more in the rural and remdte areas.”
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“We hear and read daily that this is. happening in Pakistan, just like karo kari (honhour
killing) or divorce, beeause of dowry and girls are bearing violence from thelr in-laws.”

“Girls cannot walk alogne at night {after 8 p.m.).”
(ender-based violence and health facilities
General responses

All respondents have experience of taking “someene” to a health facility but only a few
respandents voluntarily disclosed that they had ever taken a victim of violence from theéir
families to.any health facility and those were males®® who were the victims and had been badly
beaten by their in-laws. They took the victims to a private hospital where medicines and minor
surgical treatment were offered and they were satisfied with the treatment.

However, there is a consensus that more women are beaten and maltreated by their in-laws
and hushands and they do not like this conduct and practice.
Specific responses

“One day we were in the civil hospital in Hyderabad and we saw a female who was badly
hurt by the husband but the hospital management were not treating her, they were
saying that ‘it is a police case and we cannot do any thing unless the police come’. The
girl was crying with pain.”

“It is not a goad experience and we have to avoid this type of activity because before
doing this we must think also that we have sisters and daughters.”

Jamshaoro district, Sindh

“Bevas uthan bar chadya” — a Sindhi proverb quoted by a participant to reflect on the
situation of women and health facilities. {(When things go beyond one capacity, even
mighty animals surrender t6 the situation.)

Use of any health facility and treatment options

General responses

Respondents visit health care facilities often due to illness and accidents. They generally use

local transport and occasionally a taxi or rickshaw. The preference for a.delivery case is either a

dai or traditional birth attendant or a gynaecalogist in a private clinic.

Health care for pregnant women

General responses

Men support women in accessing health care during pregnancy.

Men support women in accessing family planning serviees.

¥ In viglent subeultures this happens top. However, the frequency, or at least the reported one, is less than the
reported cases of violence against wamen. Further, sueh ¢onversations and even the media reparts seldam, if'
ever, disclose the contextual details or reasans leading te beating or manhandlingef male members.
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Specific respanses
“Due to my wife’s delivery | visited a government facility, and that was my last
experience because it was a bad experience, because the female doctor came.after four
hours.”

Violence = general views and gender-hased violence and health facilities

General responses

The terminology “gBender-based violence/Violence agaihst women” was hot recoghized in
Sindhi, Urdu or English. Following an explanation of the concepts, the respondents were of the
opinion that these incidents did not happen.in reality.

On probing, the respondents came up with marriage customs like early marriages, watta satta,
property disputes, honour killing, and need and desire for an heir (waris) as the causes of
violence against women and girls.

Specific responses
“Yes, but now it is less.”
“I have seen it in early marriages.”
“Choti choti baton par bewiyan par tashadud.” (Battering of wives for trivia.)
“Bachiyon ko school na bhejna bhi zulm hay.” (Depriving girls of schooling is also a
violence.)
If a woman is livins in a violent relationship or has experienced violence, how might
she get help?
General responses
The general opinion was that a woman should compromise and accept the situation.,
Specific responses
“Uss nay sabar karna hota hay aor zindagi bachon ki waja say guzarni hoti hay.” (The
woman has to exercise patience and lead her life with compromises because of the
kids.)
Gender-hased violence and health facilities
The men did noet open up and nothing more relevant than what was shared earlier could be

retrieved.

A general response was “yes, we do consult the health care centres but only rarely because this
violenee has to be and is resolved in jirga”.

They also hinted at the powerless position of the health service providers.
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“They — all health providers —are in fear from both parties.”
Muzaffarabad district, Azad Jammu and Kashmir

Use of any health facility and treatment options and health care lor pregnant

winmen

Their responses are almost the same as those of the men from Hyderabad and Jamshoro.
However, the respondents prefer to be treated by a trained medical doctor at the health facility
and are not happy with the overall attitude of the doctors and paramedics towards the
patients. They share the view that men, including themselves, are caring husbands and offer all
possible support to womien when they are unwell, especially during pregnancy.

Violence — general views and gender-based violence and health facilities

The respondents did not open up much. They were of the view that in their city there cannot be
mare than 30% cases of violence and that the media gives an exaggerated picture. An
interesting but alarming (though in tonformity with the pattiarchal mindset) justification for
violence against women and girls was that those women who do not “obey men” become the
victims of violence.

Following an explanation of the concepts of gender-based violence/violence against women
and girls by the researcher/moderator, some respondents emphasized the role of the
deteriorating economy. in ¢ausing different forms of violence.

Since the men were in denial and not ready te open up, no information could be retrieved on
any experience of cases of violence at the level of the health facility. However, two respondents
mentioned corparal punishment given te children at schoaol.

Some respendernts talked in detail about the issues of child labour and waondered why it was

being sidelined while violence against women and girls was being given so much attention.

Kasur district, Punjab

Use of any health facility and treatiment options
General responses

The community frequently uses the district headquarter and tehsil headquarter hospitals and
usually uses motorcycles, rickshaws or local vans to get there, as the approximate distance to
the nearest public health facility is 8 km.

Specific responses
“We often visit public health sector facilities due to the low cost of treatment.”
“Due to the short distance of the public health facility from our residence.”
“The cominunity can’t afford costly treatment in the private hospital.”

“| prefer the traditional healers due to low cost of treatment.”

60



“Poar people cannot afford the private facility.”
Health care for pregnant women
General responses

Mostly, articulated respanses were similar to those in Sindh and Azad Jammu and Kashmir
regarding the support and care of pregnant wives.

Specific responses

“We can’t support a proper check-up like an ultrasound check-up because there is no
facility in tehsil headguarters and basic health units.”

“We can support more if we are properly aware about the family planning facility.”
Violence — general views
Gerneral responses

As elsewhere, the respondents were unaware of the terms and concepts “gender-based
violencefviolence against women”. However, following an explanation by the moderator, mest
of the participants said that these types of violence often happen in their villages.

Violenee is common in women's lives, due to the financial crisis {(said by two participants), and
drug addiction of husbands and low educational backgrourid were considered the reasaons
behind beating wives with a “stick”. Anather form of vielence mentioned was “acid throwing”.

Specific response

“It (i.e. beating or verbal abuse) only happens after frequent births of daughters.”
Gender-based violence and health tacilities

The respondents had no experience. of taking any worman or male victim of violence to a health

facility.

However, they stressed urgent improvement of the quality and availability of services and free
medicines so that the poor can benefit.

All respondents had a consensus that medical officers, nurses and lady health visitors could be
helpful and respond to cases of violence if they wanted tao.

61



Findings fram the focus group discussions with the women from the

.
community :

Hyderabad district, Sindh

“Why did God make me a female, it is really painful?” (A respondeht in the focus group
discussions)
Use of any health facility and treatiment options

The women’s rasponses were almost the same as thase of the men from Hyderabad. This
reflects that men and women at least communicate on certain matters besides underscoring
male dependency on the mohility decisions of women.

General responses

The respondents frequently use public sector health facilities (dispensaries or hospitals)
because fees are high in private clinics.

The respondents usually use wagons, buses or rickshaws to take their children or ather family
membhers to a government hospital. Trained doctofs are usually sought out, as quacks, hakims
and homeaopaths are not reliable.

Two respondents mentioned motorbikes and cars as the means of transport for carrying a
patient to a health facility.

Private health facilities are preferred as the educated respondents are not satisfied with
goverhment sector health facilities.

Specific responses

“Unempleyment in Pakistan is the major reason that the people go to government
health facilitles and in private clinics, fees aré higher and we can't afford them. We are
always unsatisfied with these government facilities.”

“Sometimes we have te consult any non-doctor to save time and money but they are
not reliable.”

Health care for pregnant women

General responses

Men support women in accessing health care during pregnancy but sometimes they de not
because “it all depends on their mood”.

Men support women in accessing family planning services in these tirmes of high inflation.

* Held an 3 Novernbef 2010 in Jarshoro, Sindh; 5 Novernber 2010 in Hyderabad, Sindh; 6 Navember 2010 in
Muzaffarabad, Azad Jammu and Kashmir; and 10 Navembear 2010 in Kasur, Punjab.
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Violence — general views
General responses

The terminology “gender-based violencefviolence against women” was not recognized in Urdu
or English. Three women in the discussion group started weeping when the moderator
explained gender-based violence. One of them said “we are in the list of all forms of violence”.

Following an explanation of the concepts, the respondents were of the opinion that a female is
“made for violence”.

The most common forms of violence for the respondents are sexual violence, sexual abuse and
domestic violence.

It is a comman expetience but not commonly disclosed.

Like men, women are also aware of many stories of rape and abhductian, currently highlighted
on television channels.

Respanding to the query, “If a woman is living in a violent relationship or has experienced
violence, how might she get help?” the consensus was that, because of societal norms, nothing
cah be.done to help her.

Specific responses

“In childhood she faces brother and father domination, and after marriage this right or
duty is taken aver by her husbhand and in-laws.”

“Domestic vialence is always borne by females but after marriage we face many other
types of violence, like sexual or physical abuse.”

“Males always want to put down females, and there. is-always an ego problem in every
matter when females say something.”

“It is. much more here as well because | am suffering from these things and other
females in my neighbourhood or family discuss this with me but they cannot do
anything to help me.practically.”

“It happens with me daily — my husband sexually uses me in a bad way (anal sex) which
is not allowed in Islam but | cannot do anything because when | say something he starts
beating me.”

“I tried {to escape to get a divorce) but in Pakistan no one supported me — they said that
[ hada child, etc.”

Gender-based violence and health facilities
General responses

All have experienced violence. The opinion was that “this is one thing which we pray not to
experience”.
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According ta three respondents, being in a haspital or any other gavernment facility is seldem a
goad experience and most of the time it is bad because “the lower manhagement do not know.
how to talk to the patients”.

The women disclosed their personal agonies and traumas. The following account is a
reproduction of what was said in the group setting.

Have you ever taken any victim of violence to any health facility?
Specific responses
“Please don't ask this question,” a participant voiced behind her veil.
“Yes." (Five respondents)
Which one?
"Myself”, “mein.” (Five respondents —two in an almost chorus style)
What was the type of violehce?
“Badly beaten by my husband.” (Five respondents)
Who attended the “victim™?
“A doctar and nurse.”
How was the treatment?
“Very good and encouraging.” (Sarcastic tone of a respandent)
What kind of treatment was given?
“A bandage and medicine because of severe swelling.” (One respondent)
How do you rdte this experience?

“It is different each time.” {Three respondents)
Jamshoro district, Sindh

“Ji waya ahiyon eelahi dafa bukhar, pet mein soor, bar beemar honda aahin ain gsun
pan beemar honda ahiyon par sarkari ispation jo karo monh aohiay.” {Yes, we have been
to gevernment health facilities many times for abdominal eramps or other illness of our
children or when we are ill ourselves = but the entire system of the health facilities in
the public sector is distarted — it does not seem that human beings exist there.)

Use ol any health facility and treatinent options

The pattern for the women in Jamshoro is the same as that recorded in the focus group
discussions with the women in Hyderabad. On the subject of contraception, they are of the
opinion that although men support them in family planning, it is for women only “because they
don’t use any contraceptive and it would be used by us”.
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Health care for pregnant women

Again, the pattern for the women in Jamshoro is the same as that recorded in the focus group
discussion with the women in Hyderabad. In addition, the women painted out the use of Suzuki
pick-ups and rented cars for transport when a pregnant or severely unwell waoman has to be
taken to a facility in the city or in Karachi.

Violence = general views
oy

“Aurtoon ko Islam mein bhi kam samjha jata hay wo to poon ki joti hay jaisay chaho
istamal karo.” (Women are inferior even in Islam —they are like footwear — they can he
used the way one wishes to.) (A woman respondent)

The pattern for the women in Jamshoro is again the same as that recorded in the focus group
discussion with the wamen in Hyderabiad. The commonest form of violence to them is the
watta satta/odla badla (exchange marriages) and polygamy for heirs, especially sons.

“Betay ki aulad na honay ki waja say char char shadian karna.” (If a son does not have
any child or son, his parents go for even four marriages.)

Gender-hased violence and health facilities

They have heard horrible stories of treatment of victims at the government hospitals but they
themselves have no personal experience of taking any victim to, or seeing any victim in, any
health facility.

However, when it comes to addressing the issues of domestic violence and abduction or
assisting a girl who elopes dr is raped, the respondents are of the view that health service
providers are “nothing, because the police, jirga and community personalities will not hear
them".

Muzaffarabad district, Azad Jammu and Kashmir

“Can | register my complaint about day-to-day domestie violence that | face in my four
walls. Both my mother-in-law and sister-in-law psychologically terture me as | have not
brought with me a huge dowry at the time of my marriage. My parents were poor. My
life is miserable and | want a narmal and peaceful life — what can health providers do for
me?” {A youhg womahn respondent)

Use of any health facility and treatment options, and health care for pregnant

women

The respoises here are alfost the safne as those of the womien from Hyderabad and
Jamshoro. However, one new response was that they mentioned that they mostly walk to
reach a health facility and use public transport as a second choice. Another new response ‘was
an emphasis on the changing attitudes of men towards contraception (which was also hinted at
in the focus group discussions in Sindh) with the reservation that “religious-minded men don’t
allow themselves to do so”,
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Violence - general views

As in Sindh, the woamen were not familiar with the terms “gender-based violence/vielence
against women” in English or Urdu but when these terms were explained, they verified their
prevalence, especially after the birth of daughters. Regarding home-based violence and sexual
harassment in their area, they consider it a crime against innocent women and demand that it
should be eliminated.

Specific responses

“It is quite commeonly found in the lives of innocent Kashmiri women in its various
shapes.”

“Negligence ahd inadequate knowledge about their rights contribute towards violence
in the lives of women.”

“No involvement of women in decision-making, exercised by men enly, is also violence
agalnst women.”

“Violence means physical punishment and neglect by their men.”

“It is visible especially where there is no education and awareness about their rights in
rural areas, while in city areas it is low in average fortunately.”

“It is getting reduced now as the media plays a pivetal role in spreading public messages
about women rights.”

“Yes, they face domestic violence; most of the women are not involved in decision-
making powers at any level, and are not allowed to access modern medical health
facilities and higher education.”
IT a2 woman is living in a vielent relationship or has experienced violence, how might
she get help?

The responses to this particular query are different from those.in Sindh as they suggest some
solutions or at least something more than just surrendering to the difficult circumstances.

Specific responses

“They get help fram same of their sympathetic family members, both men and women,
and also involve thermselves in spirituality and religious practices.”

“Weeping is a good. catharsis and so are religious prayers and recitation of the Quran.”
“Some of them also contact a psychiatrist or psychologist to get mental and
psychological healing.”

Gender-hased violence and health facilities

General responses

Free medical treatment and a warm, friendly atmosphere are needed to address cases of
violence against women at the health facility.
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Specific responses
“Responsible and professional staff with good attitudes and sound characters are
needed but where are they?”
Expectations from different levels of health care facilities
Kashmiri women described in detail what they expect from different levels of health care
facilities and providers.
Basic health units

These should be equipped with modern medical facilities, for example a medical laboratory, X-
ray machines and ultrasound facilities. There should be a gynaecologist available 24 hours a
day, along with medical officers and other staff.

Rural health centres

These should be established with basic health facilities at village level to be accessed by anyone
at any time.

District headquarters haspitals

Medical officers should be highly qualified and demonstrate good behaviour with patients. Free
medicine, free clinical tests and magnetic resonance imaging, ultrasound, etc., should be
provided in each hospital. Gynaecologists, psychiatrists, psychalogists, surgeons should be
inducted.

Medical officers

They should be able to diagnose the nature of violence and treat the patient accordingly and
should be able to provide counselling along with medical treatment.

Specialist doctors

They should raise awareness in the general population about gehder-based violence through
electronic, printed media and public messages. They should also inform victims about legal
protection and treat these patients with special eare.

Nurses

They should have adequate knowledge about gender-based violence and treat patients with
special care, for example provide counselling, advice and guidelines.

Lady health visitors

They should treat the victims gently. As they serve at grass-roots level, they should also spread
the message at village level to help eliminate the pfoblem.

Lady health workers

They should also treat patients with great care and should raise awareness and campaign
against gender-based violence.

&7



Traditional birth assistants
They should preferably réfer the vittim to a specialist doctor, rather than treating them
themselves. They should handle emergency cases carefully.

Kasur district, Punjab
Use of any health lacility and treatment options, and health care for pregnant
women

The responses were similar to those of the women from Sindh and Azad Jammu and Kashmir.
One new response was that they emphasized the supportive attitudes of men towards them
dufing pregnancy.

“My husband treated me properly during my pregnancy, he even admitted me to a
private hospital for praper treatment.” {A young woman respondent)

Specific responses
“No, they (men) are against family planning.” (Responses of two participants from
different age groups)

Violence — general views

General responses

Following an explanation of the terms “gender-based violence/violence against women” in
Panjabi by the moderator, the women started a much more frank and fair discussion. There is a
cohsensus that violence is a comman fact in all Pakistani, including Kasur, women's lives.

They pointed out that husbands beat their wives not only with their bare hands but also with
sticks and it is an open secret.

Specific responses

“Due to frequent births of daughters, all the members of family have rude behaviour
towards a woman.”

“Property issues are. also hecoming a source of violence against women.”

Gender-hased violence and health facilities

The respondents had no direct or indirect experience of taking a victim te a health facility.
However, they stress the need to improve the standards of health facilities and availability of
sympathetic staff. They are of the opinion that, other than traditional birth assistants, all health
service providers such as medical doctors, lady health visitors and lady health workers can
assist women victims when they are in need of medical help.

Profiles of the respondents fram all eight facus group discussions are given in Ahnex 5.
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Overall impressions from the focus group discussions

Gender-based violence is a living reality in. all parts of Pakistan. Poverty and lack -of education
are offered as reasons to justify “wife battering” but these reasons can never legitimize brutal
acts of violence.

The community, though poor, is well informed and enlightened, mainly due to the influx of
television channels. However, changing lifestyles, as evident by the fact that even a poor person
can afford a mobile phone, have failed to change the traditional patriarchal mindset where
males remain the decision-imakers in nearly all spheres of life.

Even today, sons are preferred, girls are verbally and physically abused on bringing a lesser
dowry, and family planning is still considered un-lslamic and, if at any stage adopted, not with
the intention of saving or improving a mother’s life but only because of economic pressures.

Men are usually the perpetrators of violence but a number of cases of violence involve
maothers-in-law. There are also mén in the community who have the courage to condemn such
practices openly and it can be hoped that they practice what they preach.

Urban-based communities, and even those in rural areas where: access is possible, prefer to
seek tertiary levels of health care.

Alternative sources of medical treatment are adopted, not because of any religious affinity, but
mostly due to financial affordability and cultural access to such healers, who may be friendlier
towards poor people, especially women,

Administrative snags in dealing with cases of violence cause immense trouble to the victim's
supporters and bring a bad name to the community of doctoers in particular, and all health
service providers in general.

The invasion of television cameras in situations within a hospital setting worsens the situation
and the person who suffers the most is the victim, who experiences physical injury, social
pressures and mental trauma.

A rapid qualitative analysis based on the profiles of the focus group discussions (imen and
women) is given in Tables 3 and 4.
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Table 3. A rapid gualitative analysis based on the profile of the focus group discussions {(men).

Parameter Area
Hyderabad Jamshoroe Muzaffarabad Kasur

Age range (years) 26—47 21-38 28-40 27-51

Education Literate:illiterate 5:2 All educated All literate Literate:iiliterate

5:3

Marital status Married:unmarried 6:1  Married All married Married:unmarried
The youngest in the unrharried 4:2 6:2
group was single

No. of children The oldest in the group  More children  All'with alive Oldest respaondent
has highest number of  forthe oldest  children with highest
alive children in the group number of children

Employment status  All employed 2 unemployed  All employed 1 unemployed
Public:private 2:5
More were emplayed in
farmal and informal
private sector jobs, e.g.
small shopkeepers

Access to television,  In spite of belongingto  In spite of In spite of In spite of

mabile phone, what is perceived to be  belonging to belonging to helonging to what

radig, newspapers a low socioeconomic what is what.is is pergeived to be a
strata, all participants perceived to perceived to low socioecenomic
have access to be alow be a low strata, all
television, mabile socioeconomic  socioeconomic  participants have
phones, radio {as strata, all strata, all access to
owners) and participants participants television, mobile
newspapers have aécessto  have access to  phonies, radio (d@s
(inaccessible only tothe  television, television, owners) and
illiterate) mabile maehile newspapers

Any disability

Ne physical or mental
disability was evident or
declared

phoneés, radio
{as owners}
and
newspapers

No physical or
mental
disability was
evident or
declared

phonés, radio
{as owners)
and
newspapers

No physical or
mental
disability was
evident or
declared

(inaccessible only
to the illiterate)

No physical or
mental disability
was evident or
declared
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Table 4. A rapid gualitative analysis based on the profile of the focus group discussions

Access to
television, mebile
phione, radio,
newspapers

Paid workers have
no control on
their salaries

In spite of
belonging to what
is perceived and
uniderstood as the
low sacio-
ecangmic strata,
all participants
have access to
television, mobile
phones, radio)
and
newspaper{similar
pattern as

Paid workers
have no control
on their salaries
(similar pattern
as observed in
Hyderabad,
Sindh)

In spite of
belonging to
what ig
perceived and
understooad as
the low socio-
economic
strata, all
participants
have access to
television,
mobile phones,
radio) and.

Paid workers have
no contral on
theirsalarigs.
(similar pattern as
observed in
Hyderabad and
lamshoro, Sindh)

In spite of
belonging to what
is perceived and
understood as the
low socie-
economic strata,
all participants
have access to
television, mobile
phenes, radio)
arnid newspapers
(similar pattern as
observed in

(women).
Parameter Area
Hyderabad Jamshoro Muzaffarabad Kasur
Age range (years) 22-40 28-39 21-41 23-53
Eduecaticn All literate lliterate: All literate S illiterate
literate 4:2
Marital status 5 married All matrried 7 married Oke was unmatried
Status and was also a student
undisclosed far
one worman
No. of children Oldest withmore  Mare live More children Oldest has the highest
live children children with with mare years number of live children
maore years in in marriage
marriage
Employment status  Wark as Work as Work as Work as housewife is.
housewife is not housewife is not  housewife is not not considered work
considered work considered considered work
wark

In spite of belonging to
what is perceived and
understood as the low
socig-economic strata,
all participants have
access to television)
and with exception of
2, all have access to
moblle phones

Only one had radio
access (the single
student)
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Any disability

Purdah®
observing/veiled

observed in
Hyderahad Sindh)

newspaper

{similar pattern
as observed in
Hyderabad
Sindh)

No phiysical or No physical or

mental disability ~ mental
was evident or disability was
declared evident or
declared
Purdah:non- Purdah:nen-
purdah 4:2 purdah 4:2
Suffering issame  Analysis is the
and veil daes nat  same as for
act as protector or Hyderabad
enhancer whenit  yamen

comes to vialence

This alsa paints
autthat viblence
is also prevalent
in. families wha
are seen as
religious; perhaps
they are more
into ritual actual
teachings of
religion that
emphasize an a
woman's right
and non-violence
are ignored,
ovetlboked and
forgotten

Hyderabad ahd
Jamsharo, Sindh)

No physical er
mental disability
was evident or
declared

Purdah:non-
purdah 3:4
Analysis is same
as for Hyderabad
and Jamshoro
women in Sindh

No physical or mental
disability was evident
ar declared

Nobody was vejled but
all were draped in
chaddars/dupattas

*Purdah or pardaa (literally meaning "curtain") is the practice of preventing women from beihg seen hy men,
According to one definition, purdah is a curtain which makes sharp separation batween the world of mar and that
of a woman, between the community as a whele and the family that s its heart, between the street and the hame,
the publi¢ and the private, just as it sharply separates society and the individual. This takes two forms: physical
segregation of the sexes and the requirement for wotmen to cover their bodies and conceal their form. Purdah
exists in various forms in the Islamic world and among Hindu and Christian women in many parts of Pakistan.
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Chapter 5. Findings and the way forward

This chapter assembles the findings and suggests some recommendations for the way forward
to inform policy-makers for improved strategic planning and action for effective integration of
gender-based vialence into the health sector of Pakistan and Azad Jarmmu and Kashmir {the
latter, however, also heeds to be examined separately in the light of its different constitutional
status).

Findings

General findings

The primary objective of the study was to assess the capacity of the health sector in Pakistan to
integrate the issues of gender-based violence {interlinked, though not necessarily the same,
concepts and terms are violence against woamen, girls and children) and this was done through
a rapid assessment that employed qualitative methods,

While it is neither fair nor possible to document findings in statistical phrases or expressions
using “high, moderate or less” grades, it is important and pertinent to describe the meanings of
the measure.>

The scope of capacity development goes beyond the traditional donor focus on internal
functioning of individual formal organizations, for eXample on their structures, systems,
strategies, staff and skills (i.e. what might be termed the “micro” aspect of capacity
development). The latest trend in result-based management is to look at the “macro” aspect,
i.e. the behaviour and functioning of “work communities”, particularly clusters of groups,
otganizations or individuals that deal with complex multifaceted functions such as
environmental protection or rural health improvement.™

This assessment thus attempts to assess. “capacity” in its different meanings and dimensions to
address gender-based violence (Box 3).

= Capacity constraints are likély ta stem not from a single cause {i.e. lack of skilled staff) but from a pattern or
deeper structure -of interlocking forees that combine to prevent system improvement. Attention to only one
activity or part of the system {e.g. organizational restructuring) may have little impact at the broader system level.
Cause and effect have a complex relationship separated by place, function and tine. Dysfunctional behavieur
inside an organization may have an explanation far outside the organization. Results “chains” are usually. difficult
to plot. Indicators do not explain why complex systefs work the way they do (Morgah, 1937).

*¥ Gender-based vialence can also be included in the [ist.
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Box 3. A checklist of different meanings and dimensions.

. Capacity to individually recognize issués of gender-based violence as a public health issue.

. Capacity to collectively recognize issues of gender-based violence as a public health issue.

. Capacity to respand ta émerging issues of gendeér-hased violence at the health facility level.

. Capacity to recognize the positive value of addressing sender-based violence.

. Capacity to initiate a change at the community level.

. Capacity to learn, i.e. the ability to respond to feedback in arder to imiprove the gquality of the
action.

. Capatity tossustain, i.e. the ability to ensure cantinuity of action.

° Capacity to handle constraints, i.e. the ability to work with and use constraints.

. Capacity to malntaim a pregramme, i.e. the ability to eontinue the routine effort required by a
long-term programme.

. Capacity to adapt, i.e. the ability ta integrate the innovative pragramme inta the range of other
pragrammes and processes in society,

Capacity indicators should neot be based on the conventiona

| "

inputs—outputs outcomes—

impact” typology that is widely used in the development community. They should focus mare
on process and behavioural change. Too many complex sets of indicaters appear to be based on
the flimsiest of change strategies. This strategy question is crucial to answering the “so what”
question that applies to most indicators.>

The critical findings aof the rapid assessment, taking into consideration the checklist in Box 3,
are:

Prevalence of gender-based violence in its various forms is higher in rural areas. However,
the violence faced by urban lower- or middle-class women, including working women, and
even by those within the health sector, needs to be explored.

Characteristics of violence include: verbal abuse; physical abuse; hurting eiriotionally and
physically; intimidating; isolation; control over personal things; humiliation; assault; neglect;
threats to children and family; contralling social life, money and food: taking away liberty;
substance abuse; and resisting self-expression.,

The health sector does not have any policy on addressing gender-based violence.

The health systems are devoid of data management systems for gender-based vielence.

The health sector has almast no support mechanisms and intersectoral/multisectoral links
with regard to gender-based violence.

The links between disaster rnanagement, gender and health are also little understood and
visibility cannot be determined.

541
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Findings as per the predetermined key areas of enquiry

Key barriers

The assessment found that health delivery staff face different types of barriers. (e.g. social,
political, administrative) in terms of attitudes and beliefs about viclence -against women while
providing a health services.

Doctors face perceived and actual social barriers if they provide or attempt to provide
assistance to victims of violence, who are usually women or young gitls, as violence or domestic
violence is considered to be a very private matter.

Religious leaders and some religious teachings. have given. rise to certain sociocultural factors
that influence the health of wemen/girls and men/boys and affect the work of medical doctors
and other health service providers.

Biases, perceptions and understanding of thie health service provider

There are reasons, some of which are concealed, to explain the prevalence and characteristics
of gender-based violence in the catchment areas of the different levels of health facilities.

Women and gifls not only face various restrictions within the household but they are also less
likely to access a health facility in time of need.

While boys and men enjoy freedom of mobility and can, if they so wish, access a health care
facility more conveniently, even for minor ailments, women and girls are brought to a health
facility only when they are quite unwell.

Women usually only consult health care providers for théir children or when their disease has
advanced and they can bear it no more. One common example is that of tuberculosis, when
women tend to hide due to the fear of the shame and-stigma associated with this disease.

As far as health-seeking behaviour is concerned, this varies between urban and rural population
and there is no gender-based specification, Rural dwellers tend te visit government facilities
because medicines, if available, are free of cost in those service peints. Urban dwellers also visit
hospitals in the public sector but they prefer private clinics.

Existing capacities of respondents ta identify hidden symptoms of gender-based viclence and

whether they are aware of and refer survivars of gender-based violence ta local psychosocial
services

In the health sector, all health service providers have a role in addressing gender-based
violenee. Unfoftunately, there are no counsellor posts in the public sector. As psychosocial
counselling is necessary for victims of gender-based violence, either a new position should be
created or lady health workers and lady health visitors should be given financial incentives to
train as eounsellors.

One advantage of being a health provider is that people generally have a lot of faith in them
and have respect for them and hence they are in a good positian to detect and resolve issues of
gender-based violence.
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Healthcare professionals tend to consider cases of gender-based violence as medico-legal; they
are scared of becoming involved in this subject and limit themselves to treating the physical
injuries.

There is elear evidence that gender-based violence is a preventable public health problem.
However, despite the increasing evidence of the serious health consequences of gender-based
violence, health systems in many countries, including Pakistan, are not fully geared towards
addressing the issues. Several studies show that health professionals i many countries have
hot received training ot prafessional development on gender-based violence and responding to
violence is not seen as part of their role.

Support mechanisms. and existing resources for health care providers to address cases of
gender-based violence

There are virtually na support mechanisms that are sufficient to integrate gender-based
viaolence into the health sector.

Existing health sector capacities and links with other sectors/line departments/civil society
organizations to identify and address gender-based violence; sensitive ways of
cammunicating with patients about gender-based violence; responding to and dacumenting
cases of gender-based violence

These capacities have already been discussed under general findings. Existing capacities are at a
very embryonic level and a number of multi-coordinated efforts are required to build and
sustain the required capacities.

Health sector structural readiness to address gender-hased violence

The following issues need to be addressed:

e [evels of privaey in health centres, effective sound barriers, effective visual barriers;
» storage of, and access to, medical records;

s capacity to maintain privacy and confidentiality;

o referral to, and awareness of, available resources/suppert (e.g. medical care; medico-legal
information);

s capacity and resoutces available for recording ¢ases of gender-based violence.

While the infrastructure of the health care facilities pérmits privacy, the coneepts of privacy and
confidentiality are not translated into actual practice.

Health service providers and decision-makers:

o are largely driven by the same attitudes, beliefs and laws that are prevalent in society and
these are, regretfully, anti-women and against socially disadvantaged women and men in
Pakistan:

e are, to a large extent, unsure or unconvinced of the role of health care providers in
addressing gender-based violence and its relevance to the health sector;
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» need to understand the relevance of health, gender and gender-based violence, as there
are gaps in their understanding of the basics;

* need to concentrate on improving the communication skills of clinicians and health workers
in relation to gender-based violence;

o need to have a clear and censistent understanding of gender issues and health needs of the
different sexes and age groups;

¢ peed to understand very clearly the social and health outeomes of gender-based violence;
for example, HIV/AIDS issues need to be understood by health service providers as no one
mentioned these in any contéxt in the study.

Challenges and conclusions

Attitndes and heliefs

In the light of the reviewed literature, respondents’ narratives and field observations, the key
barriers faced by health delivery staff in terms of attitudes and beliefs about violence against
women can be grouped into four categories: administrative, technical capacity, community and
sogiety.

Administrative
Administrative challenges include:

o lack of sensitivity towards issues of gender-based violence and apathy of policy-level
officials to address these issues in the health services;

o lack of leadership for these issues in the health services;

o lack of services required to deal with gender-based violence;

# lack of monitoring of issues of gender-based violence by health services;
o lack of knowledge;

s lack of commitrient;

* exclusion of duties and actions related to gender-based violence in the terms of reference
or job descriptions of heath service providers.

Technical capacity

Technical capacity challenges include:

o lack of training, thus limited capacity, on issues of gender-based viclence;

e limited knowledge among health service providers about issues of gender-based violence.
Community

Community challenges include:

e |ack of eommunity support for issués of gender-based violence;

77



o cultural barriers within the community;

s illiteracy;

e poor communication between husbands and wives;

s joint family systems (in some cases);

e abject poverty;

* geographic inaccessibility;

* acceptance of violehce against women as routine or the norm.
Society

Challenges within society include:

e cultural barriers;

» the conservatism of relatives and women themselves;

e superstitious minds that aceept violence as their fate and therefore do not accept help;
wornen may also resist help as they will then have to reveal the person responsible for their
condition,

Health service providers’ perceptions and understanding of pender-based violence;
its causes, prevalence, characteristics and impact on health services

Perceptions

Perceptions include:

* violence is part of life;

& women deserve vialence to some extent;

e jtis not a bigissue;

s gender-based violence is characterized by health care professionals as an extremely difficult
problem and is not generally accounted. for in diagnoses, although physical injuries,
headache, digestive problems, sexual dysfunction, depression and hypertenslon are
commaon;

e health ¢are professionals tend to consider cases of gender-based violence as more pertinent
to medico-legal fields and are scared of becoming involved in this subject thus limit
themselves ta treating the physical injuries.

Understanding
Understanding includes:

o gender-based violence is prevalent worldwide but develaping countries are especially hard
hit;
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gender-based violence is related to organic diseases such as HIV and other sexually
tfransmitted diseases;

gender-based violence is intimately related to illitefacy and lack of empowerment of
women.

Health service providers do not understand jargon such as “gender” or “gender-based
violence/violence against women and girls” but they understand the common forms of this
violence and recognize the signs, especially obvious physical injuries. History-taking on sexual
assaults and domestic violence is a difficult area and they may miss internal injuries in an
overcrowded elinic, or in some cases they may not be competent in diagnosis.

Reasons for gender-hased violence

Reasons for violence at the household and community levels include:

domestic disharmony;
illiteracy;

ecohomic instahility;
psychosocial problems;
drugs;

cultural values;

non-acceptance of the issue (a tendency to discuss domestic violence as something that
only happened to others);

situational and econamically driven early marriages (e.g. the traditional practice of watta
satta).

Health sector institutions are not ready to integrate gender-based viclence into their existing
systeris. The following factors exacerbate gender-based violence and weaken institutional
capacity to integrate these issues into public health systems:

uncertain donar support and iriternational commitment;
media interference;

lack of assistance and pratection by the Government.

Support mechanisms and resources for health care providers to address gender-

based violence

Resources are available to address gendet-based violence but there is a strong and immediate
need to develop the capacities of variaus cadres of policy-makers or professionals to increase
their sensitivity to, and acceptance .of, these issues.

There is a specific need for:

utilization of the available infrastructure;
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o review of health policy and strategic plans;

e appropriate allocation of budget from available financial resources;

+ sensitization of health service providers;

e capacity-building and technical training;

o establishing a support system that guarantees sustained links not only ‘within the health
sector but also cutside it, i.e. with allied line departments and organizations.

Links with other sectors, line departments and organizations

There are at present no links with other sectors/line departments/civil society organizations to
address gender-based violenge. The lack of staff, deficient skills and absence of motivation is
evidence of this. Anti-women beliefs and attitudes and non-liberal thinking are evident within
certain sections of health service providers and there are many inherent weaknesses of the
health system within the larger bureaucratic apparatus.

However, half-hearted effarts have been made te create links with the following sectors:
e education, to improve literacy;

+ the media;

+ the judiciary;

e economic empowerment;

e psychological counselling centres.

Awareness of any national policies or laws that exist to prevent gender-based violence and
awareness of laws or policies that require specific actions by health service providers with
regard to these issues is lacking. According to some, laws have even heen made to the contrary.
Nearly all the experts are unaware of any laws and policies for women and for health service
providers, except for medico-légal procedures. However, someé respondents did mention the
anti-harassment at the workplace law that was enforced by the Government in 2010.

Strengths and weaknesses of the health sector’s structural readiness to address
sender-based violence

One of the key conclusions is the identification of factors within the health sector that
determine its strengths and wieaknesses to address issues surroundihg gender-based violenige.

The health sector’s strengths are;

¢ availability of human resources;

* good opportunities to deal with gender-based violence;
e its interdepartmental links;

+ the willingness of the administrative staff;
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e its presence at the grass-roots level.

Its weakness are:

¢ an absence of well-defined policies on gender-based violence;

* an absence of commitment against gender-based violence;

¢ the lack of commitment of staff towards wark due to a variety. of factors;
+ cultural non-acceptance of gender equality;

e the friction between nongovernmental organizations and public sector workers at individual
and departmental levels;

e non-functional support systems;

e lack of understanding of the complekity of Issues of gender-based violence.

Policy recommendations for the health sector

Integration at policy level

In its 49th Assembly, WHO declared gender-based violence a global public health emergency.
The first and foremost follow-up action should be the recognition of gender-based violence as a
public health issue and its integration into the c¢ountry’s health policy. Furthermore, its
inclusion must be articulated in a very loud and clear way that strongly encouragés the political
will and readiness of the bureaucratic apparatus to accept and endorse the integration. In
Pakistan, even well-articulated, progressive and inclusive policies fall prey to ineffective
implementation.

The Ministry of Health is being closed down in a few months, and pravinces will become
responsible for delivery on health. It is strongly urged that the capacities of the provinces are
developed ta effectively deliver integration of gender-based violence, in particular its specific
integratian into the provincial health service, preferably supervised by a female district health
officer {currently nearly all are men) at the district level.

Policy-makers must approve guidelines and protocols for standard treatmerit of women victims
of violence and these must be disseminated ot only in English but alse in Urdu, Pashto, Sindhi
and other |ocal languages at all levels of health care facilities.

Capacity-building of health service providers to address issues of gender-based
violence

As an important step towards the prevention of gender-based violence, a supportive, violence-
aware practice ehvironment should he provided, where health service providers use
sympathetic and empowering language that is appropriate to each patient, know how to
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conduct a physical examination to confirm physical/sexual assault and are aware of local
services to which abused women can be referred.

It is also very important that health service providers know how to provide thorough treatment,
not only for the physical consequences of abuse but also for its mental health ramifications,
including post-traumatic stress disorder.

Physicians and other health care providers should look an the treatment of abused women as a
complicated and multidimensional clinical problem and provide specific practical suggestidgns
and resources relevant to the continuum of care, from diagnosis and immediate intervention to
long-term management. To meet such standards, the capacity of hot only doctors but also
other health care professienals, paramedics and the entire administrative machinery needs to
be built up. This exercise must be preceded by careful research that clearly identifies capacity
gaps, training needs and the essential set of information, knowledge and skills that should be
imparted. It must be emphasized that attitudinal and behavioural change exercises must be
embedded within such training.

Some suggested areas of taining, which are by no means comprehensive, are given in Box 4.

Box 4, Suggested areas of training,

Empathy

Perceptions and understanding of gender: essential eoncepts

Health staff attitudes; acknowledging biases within health service providers; becoming non-judgemental
Forms of gender-based violence

Ability to identify hidden symptoms of gender-based vielence and clinical management
‘Medieal jurisprudence {for doctors and executive district officers/district health officers)
Communieation skills (with community, clients, victims, perpetrators)

Knowledge about existing support mechanisms, laws to protect women and links
Definitions of youth and adolescent and their specific health needs

History-taking skills

Psychosocial counselling skills

Assertive negotiation skills {to be conveyed to the victims)

Survivor-centred approach

Engaging meh in ending violence against women

Record keeping and ddta management
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Gender-based violence and disasters™

The burden of disaster, like the burden of disease, is higher for women and there is a lack of a
gender perspective in disaster preparedness and management, both at policy planning and
design level. However, even though it is said that women suffer disproportionately, it does not
mean that all women suffer more than men or that their experiences are necessarily similar to
one another. Like men, women are not a homogenous group. It is strongly recommended that
due attention and acknowledgement is given, to increased gender-based violence in disaster
scenarios as it directly impacts on health of women, children and men.

Specific practical action

Global programme experience suggests that training health care providers and raising
awareness about gender-based violence may not be enough. Rather, to support women
survivors of violence, entire health systems need to respond, with links to legal and social
services. The following actions are required:

* Revamping the weaknesses of the medico-legal system, from undergraduate studies to
practice, to make it more professional. This will require extensive consultation. with duty
bearers and stakeholders who are invelved as curriculum experts, examiners and decision-
makers for graduate and postgraduate medical education and administration.”®

o There is also a need to further examine alternative measures for enhancing justice for
victims of sexual assault. An important question to be answered is: how might such
measures be prioritized in terms of resource allocation vis-a-vis existing eriminal justice and
medico-legal practices?”’

s There are several laws that protect women from violence but awareness of these is low and
their enforcement is weak. Effective disseimination of information on gendei-based violence
through all channels of communication is required.

* This assessment did nat focus on the capacity of the health sector te respond to-gender-based violence in
disasters like flocds ahd in coriflict settings but these are vital censideratians and must be included and integrated
at pelicy and programme levels,

% “When medico-legal éxaminations are peiformed, they are frequently conducted in a haphazard manner and fail
to sécure meaningful evidence. Doctars focus on determining whether ahd when the hymen was broken. rather
than on collecting evidence to demonstrate the extent and severity of women's injuries and to identify offenders.
In some cases, urimarried women whao, in the examining doctors' epinion, were not virgins prior to being attacked,
tend to be harassed and their rape allegations disbelieved by the doctors. The examination findings also render
thém wulnerable to attacks on their character by defence counsel and, potentially, to presecution for prior illicit
sex. The fecus on the hymen also militates against effective examinations of sexually active married wemen
because their injuries are not usually related to hymenal tearing, In addition to shoddy examinations, chemical
analysis of forensic samples collectéd from the examinees is commonly mishandled, and produces unreliable
results.” Excerpt from a report by Burney (1999) that follows a 1992 repart, Double jeopardy: Police abuse of
women in Pakistan, which documented sexual abuse of women by state agents,

*’ Borrowed from & review eammissioned by WHQ for the Sexual Violerice Research Initiative, an international
initiative supparted by the Global Ferum for Health Research, as it is equally valid in Pakistan-specific context (Du
Mont & White, 2008).
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Women's neighbourhood self-help groups could be an effective, socially relevant and
sustainable agency to prevent local viclence (in the garb of, say, “safe women, healthy,
happy families”).

Active involvement of key stakeholders, effective players and civil society representatives in
developing ewnership of issues surrounding gender-based violence and violence against
women, girls and children.

Active involvement of related government line departments at various levels with clear and
viable interventions/plans of action for gender-based violence.

Prompt justice for the victims through establishing the required systems of procedures and
coordination.

Specific measures are needed to develop health service providers’ awareness of HIV/AIDS
issues, as ho-one mentioned these in any context in the study.

Introduction of a survivor-centred approach in programme management within the health
sector to address issues of gender-based violence.

Using global experiences to learn how to improve issues of gender-based violence in the health
sector is one critical step forward. Some key recommendatiohs documented in the literature faor
improve the capacity and response of the health sector regarding gender-based violence are as
follows:™®

addressing gender-based vialence calls far a systemic health sector approach;

building political will and ensuring allocation of adequate resources to address gender-
based violence;

embarking on a gender-sensitive coordinated system-wide approach linking local, regional
and international mechanisms to prevent, monitor and manage gender-based viclence;
integrating selective or comprehensive services for victims of gender-based violence into
primary, secondary and tertiary care, as part of overall or selective health care services,
especjally sexual and reproductive health, including adolescent health, antenatal care,
postnatal care, family planning and HIV/AIDS/sexually transmitted infections; child health
care; emergency medicine; mental and psychosocial health; ear, nose and throat care; and
dental care.

building a health infrastructure with adequate security and private examination and
counselling rooms;

clarifying providers’ roles, including education and training in gender-based violence, into
the pre- and post-sérvice training of health personnel;

having gender-sensitive sérvices;

including males in sexual and reproductive health and childcare, not only as providers, but
as'true partners;

ensuring primary prevention;

*8 Source: Gender-based violence, health and the role of the health sector
(http://web worldbank.org/WBSITE /EXTERNAL/TOPICS /EXTHEALTHN UTRITIONANDPOPULATION/EXTRHAAG/0,,¢0
ntentMDK:22421973~pagePK:64229817piPK:64229743~theSitePK:672263,00.html, accessed Navember 2010).
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rehabilitating and managing chroni¢ conditions.

Improve quality of care for survivors of gender-based violence and others

To improve guality of care.the following are recommended:

sensitize, educate, train, supervise, support and monitor health personnel to improve
knowledge, attitudesand practices regarding gender-based violence;

develop, introduce and monitor management protocols and guidelines for gender-based
violence;

screen to ensure early diaghosis and intervention as an integrated part of reproductive and
sexual health services, as well as in other parts of the health sector and when physical
injuries,  health.  econditions and client  behaviour raise the  suspicion;
emotional suppart and counselling — listen with respect to the survivor and acknowledge
her autonomy;

personal examination and routine enguiry in privacy, ensuring confidentiality and adeguate
registration;

treatment and management of victims of gender-based violence, including testing,
postexposure treatment and counselling on HIV/AIDS/sexually transmitted infections,
pregnancy and emergency contraception; referral to legal social and community services in
recoghition of the need for safety, legal justice and social services,

community-based care with early identification and support to victims of gender-hased
violence and their families;

forensic examinations;
gender-sensitive information, education and communication, including boys and men,
targeting children and young people;

addressing societal and cultural norms underlying gender-based violence to create
increased public awareness of gender inequities, gender-based violenee and the human
rights of wofmen and children;

infarming and educating civil servants, teachers, police, lawyers, social warkers, public
media and others on gender-based violence; mass media education/entertainment
programmes.

Improve data collection, research and knowledge sharing on gender-based violence

To improve data collection, research and knowledge sharing, the following are recommended:

strengthening medital and health information record-keeping, documentation and
confidentiality in gender-based violenge; including gender-based violence in demographic
and household surveys; building local, national and international research capacity for
knowledge collection and management to infarm and advorate for policy reforms in the
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area of gender-based violence and monitoring the effectivenass and efficiency of
interventioris.

Strengthen intersectoral links with other ministries, civil society, nongovernmental
organizations and the private sector to enhance awareness, prevent, monitor and

manage gender-based violence

Effective community and society Interventions are based on coordination between the legal,
social, health and education system and the workplace (Bott, Morrison & Ellsherg, 2005). This is
often furthered through decentralization:

* social services: shelters, child protection, income generating activities, community support
and women’s groups;

s educationh: involve the education system in the prevention ahd management of gender-
based violence through promaoting greater respect for girls and women and human riglits as
well as non-viclence; enhance school safety {safe latrines for girls); school health education
and school health; include education on gender-based violence in the higher education of
health care providers, lawyers, social workers, teachers, police, etc.;

e legal: build alliance with the legal system to enhance enforcement of laws related to
gender-based violence.

It is clear that the need for formative research to develop better and clearer understanding of
local and indigenous perspectives, issues and priarities on the complex issues of gender-based
violence remains of utmost importance.

All recommendations, if considered practically, would contribute towards new learning and
ifmprovements in the sector and set a standard of recommended practices to address gender-
based violence, hoth in development and in disaster strategies.
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Annex 1. Interview guide for health service providers in the public
sector

Integrating response ta violence in the health services™

Introduction

The purpose of the study is to evaluate the existing capacity of the health sector and the
community te respond to gender-based violence /vialence against women and girls®® in the lives
of clients ar patients (boys, girls, nten and women), pregnant mothers attending antenatal care
and to women in the community at large.

Instructions far using the instrument

As usual with an in-depth discussion, the interviewers sheuld ensure that the meeting is held in
a camfortable space, that there will be no interruption and that there is some refreshment {at
least water) available to the informants.

The interviewers should introduce themselves and establish rapport. Begin with an explanation
of the purpaose of the interview, benefits to the interviewees and intended uses of the
information (e.g. “We are collecting baseline information on detection of gender-based
violence, management practices that exist in the health facilities and your perceptions of your
own and the facility’s readiness to offer services related to gender-based violence”). State the
number of questions and the approximate time it will take to complete the discussion.

Assure informants that the information collected here will be treated confidentially and that
their names will not be used at all. In that light, encourage respondents to be honest and frank
in their response to the questiohs asked.

The data collecters must get the informed verbal consent statement from all the respondents.

One person will be leading the interview while two others will take notes. In addition, if
participants agree, the interview will be tape-recorded.

A guide can only serve as a general protocol for the interview. Issues may arise that were not
foreseen in advance; indeed this is part of the value of interviewing rather than asking people
to complete questionnaires. The interviewer should follow up on relevant topics that are raised
by the informants.

*® This guestionnaire for the health service providers and the focus group discussions drew its inspiration from
IntraHealth International (2008): The original document is licensed under ths Craative Commaons Attribution-
Noncommercial-Share Alike 3.0 Licence. More infarmation an this licence is available at:
http://creativecomrons.orgflicenses/by-nc-sa/3.0/us, accessed Novermber 2010,

5 Gender-based violence and violence against women and girls have been used interchangeablyin the document
and, where needed, the distinction is highlighted.
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At the end of the interview, thank the respondents for participating/rendering their views and
restate the purpose and benefits of the study.

Consent

We are working on an assessment approved by WHO and an ethical review team. We want to
talk to men/wofnen who visit health service delivery points such as basic health units, rural
health centres, district headquarters or tehsil headquarters.

The purpose of the study is to evaluate the capacity of the health sector and the community to
respond to gender-hased violence, for instance in the lives of clients and patients (boys, girls,
meh and women), pregnant mothers attending antenatal care and to women in the community
at large.

We would like to ask you some questions to get information necessary to develop and monitor
a health programme in support of women who live with violence, including pregnant women
who use antenatal care services.

You will not bé contacted in the futuré. We will nat ask you for your namé. Your answers are
confidential and cannot be linked back to you. The questionnaires/tape recordings will be kept
in a locked cabinet at the office of WHQ Pakistan in Islamabad.

The anly people who will see the guestionnaires/tape recordings are people whe are working
on this study and who are strictly required to keep professional secrecy. Some peaople feel
anxious or embarrassed when asked questions about their behaviour. Your participation is
completely voluntary and you may decline to answer any specific question or completely refuse
to participate.

We would greatly appreciate your help in responding to these questions, even though we are
not able to financially compensate you. You may not personally or immediately benefit from
this assessment, but the results will be used to improve health services for all citizens who use
public sector health facilities.

The interview will take up to 40-50 minutes. If you have any questions, you ¢an ask now, at any
point during discussion or at the end of the sessian,

May we bhegin?
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General information

Date (dd/mm/yy) / / Start time a.m./p.m.

Interviewers' names:

Last , First

Last , First.

Facility information:

Name:

Address:

Language/s used:

Respondent (health service provider r:oroﬁla:_*):61
Qualification:

No. of years of service:

No. of trainings received on gender:

No. of trainings received on gender-based violence/violence against women and girls:

No. of trainings received on gender and health:
No. of trainings received on any topic related to the health sector:

Kindly specify the name, theme/topit, duration and location 6f the training.

The questionnaire

lce breakers:
Objectives:
Perceptions and understanding of respondents:
1. Have you heard of the word
gender/sinf? Any idea? Any
interpretation?
2. Is there any difference

between sex and gender? Any
idea? Please explain?

3. How common an experience
do you think violence is in the

&1 To be filled out at the end of the Interview,
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lives of women in Pakistan?

How commaon an expérience
do you think violence is.in the
lives of women in your
district/city/tehsil?

What types of violence have
you heard or seen?

What are the comman causes
of violence against women
and girls (e.g. dowry-related,
marriage-related, doubts
abaut a woman/girls’
conduct, property disputes,
son preference, differences
with in-laws, schooling of
girls, ete.)?

Do you think women and girls,
face any form of violence
from your list here?

Heard:

Seen:

SECTION A: GENDER-BASED VIOLENCE AND HEALTH-RELATED CONSIDERATIONS

Objectives:

Key barriers faced by the health delivery staff in terms of attitudes and heliefs about gender-
based violence/violenee against women and girls while providing health services

8.

90

Do yeu think you would face
any barriers to address
gender-based
violencefviolence against
women and girls as health
service provider?

Would you like to identify key
sociocultural factors that
influence health of
waomen/girls and men/bays in
your area of work {e.g. dowry-
related, marriage-related,
doubts about a woman/girls’
conduct, property disputes,

Yes:
Nao;
If yes, kindly identify:

‘Women/girls:

Men/boys:



10.

11.

12.

13.

14.

15.

son preference, differences
with in-laws, schooling of
girls, ete.)?

Would you like to identify key
biological factars that
influence the health of
women/girls and men/boys in
your area of work?

Who can access and use
health facility services easily?

What is the health-seeking
behaviour of women/girls and
boys/men?

What are the treatment
options for women/girls and
boys/men

What is your experience in
health care settings with
women/girls and boys/men?
{Highlight some regarding
violence)

Would you like to identify
certain health and social
outcomes and consequences
of negligence of health
considerations for
wornen/girls and boys/men?

Women:

Girls:

Baoys:

Men:

Waomen/girls:

Boys/men:

Women/girls:

Boys/men:

Women/girls:

Boys/men:

Women/girls:

Boys/men:

Women/girls:

Boys/men:
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SECTION B: REPORTED GENDER-BASED VIOLENCE RELATED EXPERIENCE

Objectives:

Existing capacities/actions of respondents to identify hidden symptoms of gender-based
violence (physical, psycholégical and sexual abuse by intimate parthers, in-laws and
perpetratars), and whether they are aware of, and refer survivors of gender-based violence
to, local psychosocial services
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16.

17.

18.

19,

20.

21

Who are your clients and
patients?

Have you ever worked with
clients/patients who may
have been victims of
violence?

What has been your

experience in working with
clients/patients whae may

have been victims of
violence?

Do you think health service
providers who suspect that a
client/patient was a victim of
cohjugal or sexual violence
would usually ask their
client/patient about it? What
are the advantages or
disadvantages to this?

Do you believe you could help
a woman who was a victim of
violence? Why or why not? If
5@, how?

Do you believe you could help
a minor girl who was a victim
of violence? Why ar why not?
If so, how?

Clients: Patients:



22. Do you believe you could help
a minor boy who was a victim
of vialence? Why or why not?
If s0, how?

23. Do you believe you could help
another person who was a
victim of violence? Why or
why nat? If so, how?

24. Do you refer cases of
violence? Where? To whom?

If not, why not (e.g. no such
cases come to your health
facility, you cannot recognize
such cases or other reasons
such as fears, pressures,
duty/business rules)?

25.  What usually happens when a
woman comes into a health
facility with
injuries/disabilities ar after a
rape/sexual abuses? What
kind of violence-related
services would she find? What
type of health service
provider would assist her?

26.  How are health service
providers allowed to treat a
victim of conjugal vielence?
Are they allowed to dothe
following:

Dacument injuries for legal cases?
Keep documentation confidential?

Any other?

SECTION C: INTEGRATION OF SERVICES FOR GENDER-BASED VIOLENCE

We are interested in how to integrate services for gender-based violence into health service

provision.
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Objectives:

Support mechanisms and existing resources for health care providers/delivety staff to
address eases of gender-based violence, including presence of female health care providers;
equipment/instruments; mechanisms for self-protection; relevant trainings/skills;
communication channels.

Existing health sector capacities and links with other settors/line departments/civil $ociety
organizations to address gender-based violence, including identifying gender-hased violence,
sensitive way of communicating with patients on gender-based violence {capacity to engage
victims in conversation), responding to and documenting cases of gender-based violence

27.  Howis conjugal/domestic
violence or another form
{specify) currently addressed
within a facility?

28. What services should be
provided at an antenatal care
centre related to conjugal
violence/domestic
violence/dowry violence?

29. Do you think that a elient who
uses antenatal care services
might be at risk for any of the
types of violerree mentianed
befare? What types of
violence? When might she
experience this?

30,  What services would be
needed in order to address
conjugal violehce and other
forms of violence?

31,  ‘What would be the role of the

fallowing:

(a) nurses: (a)
{(b) physicians: (b}
(e) counsellors: ()
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32,

SECTION D: GENDER-BASED VIOLENCE, THE HEALTH SECTOR AND THE POST-FLOOD

SCENARIO

33.

34.

35.

36.

{d) lady health visitors:

{(e) lady health workers:

Is the record-keeping system
equipped to register and
monitor incidents of gerider-
based violence?

Who can access
records/reports?

Did you notice any incidence
of gender-based
violence/violence against
women and girls during and

after the floods? If “Yes”,

what form of violence and can
you specify where?

How are you treating or
responding to these cases?

Do you think the health sector

is prepared to manage half a

million pregnant women ‘who
are affected by floods?

Da you think the health sector
is prepared to address the
needs (kindly specify the
heeds) of flood-affected
neonates, infants and

children?

Do you think the health sector
is. prepared to address the

(d)

{e)

Form of violence:

Location:

Other details:

Needs of neanates:

Needs of infants:

Needs of children (under 18 years):

Adolescent girls (9—19 years):
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37.

38.

39.
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heeds (kindly specify the
needs) of ﬂOOd_aﬁECteid Adolescent boys (9—19 years):
adolescents and youth?

Young girls ( 15 to 29 years):

Young boys { 15-29 years):

Is the record-keeping system
equipped to register and
monitor incidents of gender-
based violence?

Who can access records?

What are the support
mechanisms and existing
resourees for health care
providers to address cases of
gender-based violence,
including presence of female
health care providers, self-
safety mechanisms, skills and

cammunication channels?

What are the existing health
sector capacities and links
with other sectors/line
departments/civil society
organizations to address
gender-based violence,
including identifying gender-
based viclente, sensitive ways
of communicating with
patients on gender-based
violence (e.g. capacity to
engage victims in
conversation), responding to
and documenting cases of
gender-hased violence?



SECTION E: GENDER-BASED VIOLENCE AND THE MEDICO-LEGAL SYSTEM

40. .
Are you aware of national

policies or laws that exist to
prevent violence against
women? If yes, which ones?

41.  Are you aware of laws or
policies that requite specific
actions by health service
providers with regard to
violence against wamen?

42. What role should the
Government play in trying to
address the problem of
violence against women?

CHALLENGES AND RECOMMENDATIONS

13 Challenges and
recommendations for
improving health respense
{identification, screening,
management and recording)
to cases of gender-based

violence

THANK YOU VERY MUCH|

[Time of end of interview: a.m./p.m.]




Interview guide for the focus group discussions with men and women (in
separate groups), who are the consumers of health services in the public sector

Consent

We are working on an assessment approved by WHO and an ethical review team. We want to
talk to imen/women who visit health service dellvery poirits such as basic health units, rural
health centres, and district headquarter or tehsil headquarter hospitals.

The purpose of the study is to evaluate the capacity of the health sector and the community to
respond to gender-based violence in the lives of clients or patients (boys, girls, men and
waoreh), pregnant mothers attending antenatal care and te women in the commuriity at large.

We would like to ask you some guestions to get the information nécessary to develop and
monitor a health pregramme in support of women whe live with vielence, including pregnant
women who use antenatal care services.

You will hot be contacted in the future. We will not ask you for your name. Your answers are
confidential and cannot be linked back to you. The questionnaires/tape recordings will be kept
in a locked cabinet at the office of WHO Pakistan in Islamabad.

The only people who will see the questionnairesjftape recordings are people who are working
on this study and who are strictly required to keep professional secrecy. Soime people feel
ahxious ar embarrassed when asked questions about their behaviour. Your participation is
completely voluntary and you may decling to answer any specific question or campletely refuse
to participate.

We would greatly appreciate your help in responding to these questions, even though we are
not able to financially compensate you. You may not personally or immediately benefit from
this assessment, but the results will be used to improve health services for all citizens who use
public sector health facilities.

The interview will take up to 60-90 minutes. If you have any questions, you can ask now, at any
point during discussion or at the end of the session.

May we begin?
General information

Date (dd/mm/yy) / / Start time a.m./p.m.

Moderator's name:

Last , First

Note-takers’ names:

Last , First
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Last , First

Venue of the focus group discussion:
Name:

Address:

Language/s in which the discussion was conducted:

Number of respondents and personal details

Parameters Respondent

Age {years)

Education

Marital status and no. of children
Employment status

Access to television

Access to mobile phone

Access to radio
Access to newspaper
Any disability

Any other attribute

Purdah abserving/veiled (for women)

Ice breakers
Inguire about their well-being and especially how they are doing after the floods.
Opening guestions

How aften do you visit any public sector health facility? Why?

What means of transport do you use? If you walk, then how many kilometres (approximately)?



Do you prefer a medical doctor or others such as traditional healers, homeopaths/etc.? If you
answered “Yes”, why?

Violence = general views

Do men support women in accessing health care during pregnancy?
Do men support women in accessing family planning services?

Have you ever heard the terminology “gender-based violence/violence against women”? (If
not, the moderator will explain.)

What is your idea/concept of gender-based viclence/violence against women?

How common an experience do you think violence is in the lives of women in Pakistan?

How common an experience de you think violence is in the lives of women in your district/city?
What types of violence have you heard or seen?

Do you think women and girls face any form of violence from your list here?

If a woman is living in a violent relationship or has experienced violence, how might she gét
help?

Gender-based violence/violence against women and health facilities

Have you ever taken any victim of violence to any health facility?

Which one?

What was the type of violence?

Who attended the victim?

How was the treatment?

What kind of treatment was given?

How do you rate this experience?
Experience sharing: tell a story (yours or that of someane else you know)

The moderator will request that respondents share any story of violence that they may have
and describe their experience, in particular the connection with health service providers in the
public sector.

Recemmendations

What would your recommendations be to iImprove the services and standards of:
e Basic health units?
e Rural health centres?

e Tehsil headquarters?
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District headquarters?

How do you think the following health service providers can respond to cases of gender-based
violencefviolence against women:

-

Medical officers?
Specialist doctors?
Nurses?

Lady health visitors?
Lady health workers?
Counsellors?

Traditional birth -assistants?

Ohbservations

The health sector’s struetural readiness to address gender-based violence will be observed

through:

attitudes, sensitivity, fears of health service providers at facilities to help survivors of
gender-based violence and to address this issue as a health prohlem;

levels of privacy in health centres, effective sound barriers, effective visual barriers;
how medical records are stored and who has access to them:
capacity to maintain privacy and confidentiality;

referral {and awareness of) to available resources/support {medical care; medico-
legal information);

capacity and resources available for consistent recording of cases of gender-based
vialence.

Questions or health service providers who attended the training courses

What are the level and effectiveness of links between gender-based violence and health-

related:

Policies?
Laws?
Operational plans?

Guidelines?
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Annex 2. List of respondents

Health service providers who were interviewed and gave consent to disclose names

Hyderabad, Sindh.

Dr Anila Sammo {Woman Medical Officer)

D Naseer Ahmed (Senior Medical Superintendent)
Ms Ershad Sammo (Lady Health Visitor)

Ms Shama. Khaskheli (Lady Health Warker)

Dr Bux Pitafi (Executive Distriet Officer Health)

Jamshoro, Sindh

Dr Niaz Abro (Medical Officer)
Dr Anjum Sheikh (Waorman Medical Officer)
Dr Ali Abbas Khoso (Tehsil Headquarters Health Officer )

Muzaffarabad, Azad Jammu and Kashmir

Ms Naheed Shah {Lady Health Visitor)
Dr Shabbir Dar (Deputy Director Administration Department of Health)
Dr Sabir Abbasi (District Health Officer)

Kasur, Punjah

Dr ljaz Sindhu {Family Planring Programme)

Ms Shamim Akhter (Lady Health Worker)

Ms Azmat Mansoor (Lady Health Visitor Supervisor and Trainer)
Dr Khalid Rhandawa (Executive Distiict Officer Health)

Dr Muhammad Shakeoor (District Health Officer)

Health service providers who participated in the group discussion

Jamsheoro, Sindh

102

Dr Shahidah Memon (Sehior Trainer)
Ms Gulzar Sammo (Lady Health Worker)
Ms Shabana Somro (Lady Health Visitor)
Dr Deedar Ali (Chief Medical Officer)



e Dr Nisar Ahmed Bughio (Chief Medical Officer)

s Dr Ghulam Gadir Nareejo (Deputy Tehsil Health Officer in Executive District Office)
Muzaffarabad, Azad Jammu and Kashmir

e My Fazal Husain Awan {Office Assistant, Basic Developmeént Needs Programme]

» Mr Mukhtar Awan (Programme Manager, Basic Development Needs Programme)

s« Mr Khawaja Yasir {Community Mobilizer, Basic Development Needs Programme)

= Mr Raja Abdullah Khan (Chairman, Basic Development Needs Programme)

o Ms Rukhsana Awan (Assistant Director, Shaheed Benazir Bhutto Women
Developrment Centre)

e Ms Nilofer Faiz (Project Officer, Basic Development Needs Programme)
e Mr Khawajia Fiaz Ahmed (Finance Assistant, Basic Development Needs Programme)

Kasur, Azad lammu and Kashmir

s Ms Nasira Parvin (Lady Health Visitor Supervisor)

* s Khalida Parvin {Lady Health Visitor Supervisor)

e Dr Zahid Chatta (Programme Manager, Basic Development Needs Programme)
Experts who were consulted to clarify administrative and technical issues and who
consented to disclose their names and identities

e Dr Zubair Hasan MBBS, MCPS, MPH (Public Health Scientist/Hospital Manager)

s Dr Shahzad Ali Khan MBBS, MBA, MPH, PhD, FRSPH (Researcher/Teacher/University
Level/Assistant Professor)

o  Mr Qamar-ul-lslam Siddiqui MS {Sociology), MPH (Interhational Health) (Public
Health Communication Specialist)

Nongovernmental organizations/community-based organizations that coordinated
with the researcher in organizing interviews and focus group discussions in the four
selected districts

e Muslim Welfare Society, Hyderahad, Sindh

& Basic Development Needs Programme, Jamshoro, Sindh

* Bunyad, Lahore, Punjab

* Basic Development Needs Programme, Kasur, Punjab

o Kohsar, Muzaffarabad, Azad Jammu and Kashmiir

e Basic Development Needs Programme, Muzaffarabad, Azad Jammu and Kashmir
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Annex 3. General profiles of the districts included in the study

Sindh

Hyderabad is the second largest city in Sindh provinee and is the sixth largest ¢ity in the
country. Hyderabad is where the district headquarters are located and the district government
is seated.

Administrative divisions

Before the Government of Zulfigar Ali Bhutto, Hyderabad district was included in the present-
day district of Badin. Then in the 1990s it was again divided into four more districts: Matairi,
Tando Allahyar, Tando Mohammad Khan and the present-day Hyderabad district. The
Hyderabad district was again subdivided ‘into four talukas, which are the smallest districts of
Sindh province: Hyderabad. City, Hyderabad Ryral, Latifabad and Qasimabad.

Demographics

Hyderabad is noteworthy in Sindh, and in Pakistan generally, far its relative tolerance towards
religious and ethnic affairs. During independence of Pakistan in 1947, a large humber of Muslim
refugees escaped from the programmes and genocide in India and settled in Hyderabad. Today,
native Sindhi- and non-Sindhi speaking Sindhis live in harmony after a brief history of conflict. A
large influx of Pashtuns and Punjabis were attracted to Hyderabad after the Indus treaty
settlement. Most Punjabis mixed with the local population; however, most Pashtuns remaihed
distinct and lived separately. The city therefore has a cosmopolitan atmosphere, with
multiethnic and multicultural communities.

Hindus account for the largest religious minority, forming 12% of the total population of the
city. Althaugh Christians account for just 4% of the total population, Hyderabad is the seat of a
Diocese of the Church of Pakistan and has five churches and a cathedral. Despite its strategic
location and thrifty pecple, the city is under the shadow of Karachi and has yet to make its mark
economigally. One reason for this is the artificial factional and sectarian isclation imposed after
the riots of the late 1980s and early 1990s, which divided the urban population.

lamshoro is a ¢ity in Jamishoro district, Sindh. It is located on the right bank of the Indus river,
dpproximately 18 km north-west of the city of Hyderabad and 150 km north-east of the
provincial capital Karaehi. It is the gateway to the Indus valley, world famous for its civilization
and rich cultural heritage.

Dadu is a district of Sindh. Dadu district was created in 1933 by the British Indian administration
who merged Kotri and Kohistan tehsils from Karachi district ahd Mehar, Khairpur Nathan Shah,
Dadu, Johi and Sehwan tehsils from Larkana district. According to 1998 census report, the
population of the district is 1 688 810. The district constitutes 79% and 21% of the total rural
and urban population, respectively. It has an area of 19070 km? divided into seven talukas,
yielding a population density of 88.6 persons/km?. The average household size in the district is
5.5 persens (6.3 in urban areas and 5.3 in rural areas)., More than 73% of the housing units in
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Dadu district are single room houses. The average annual rainfall in the district is about
120 mm. The total area under forest is 217 000 ha, vielding timber and firewood. In 2004,
another district by the name of Jamshoro was carved out of Dadu district, which comprised
Kotritaluka, Sehwan taluka and Jamshoro taluka, which is the headquarters of the new district.

The demegraphic indicators ef the district at the 1998 census (including Jamshoro district,
which was a part of Dadu at that time) showed that 97.49% of the population were Muslim,
2.05% were Hindu, 0.37% were Christian, 0.08% were Ahmadiyya Muslims and 0.02% followed
other religions. Hindus and Christians are mainly concentrated in urban areas.

Languages

The following languages are spoken: Sindhi (50.0%), Seraiki {43.33%), Urdu {2.56%)], Punjabi
(1.88%]), Pashto (1.17%), Baluchi (0.42%) and others {0.28%).

Urdu speakers are mainly concentrated in urban areas.

Punjab

Kasur

Kasur district is one of the districts In the province of Punjab. It came into existence on 1 July
1976; earlier it was part of Lahore district. The district capital is Kasur city. The total area of the
district is 3995 km’. According to the 1998 census, the total population of the district is
2 376 000. Of this, 95.4% are Muslim, 4.4% are Christian while the remainder are Ahmadis,
Hindus and scheduled castes. A total of 22.78% live in urban areas. The district is
administratively subdivided into four tehsils ahd 141 union ¢ouncils: Chuniah {27 union
councils), Kasur {55 union councils), Pattoki {31 union councils) and Kot Radha Kishen (28 union
councils).

Azad Jammu and Kashmir

Muzaffarabad is the capital of Azad Jammu and Kashmir. It is located in Muzaffarabad district
on the banks of the Jhelum and Neelum rivers. The district is bounded by Khyber-Pakhtunkhwa
in the west, by the Kupwara and Baramulla districts on the Indian side of the Line of Control in
the east, and the Neelum district of Azad Jammu and Kashmir in the north. Acéarding to the
19938 census, the population of the district was 725 000, and actording to a 1999 projection, the
population had risen to almost 741 000. The district comprises three tehsils, and the ¢ity of
Muzaffarabad serves as the capital of Azad larmmmu and Kashmir.
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Health profiles of the districts included in the study

Muzaffarabad district, Azad lammu and Kashmir

Papulation 700 000

Hospitals 2 [Abbas Institute of Medical Sciences and a
combined military hospital)

Tehsil headquarters 2

Rural health centras 4

Basic health units 47

Medical officers. 44 (excluding two big hospitals)

Lady health visitors 65 {excluding two big hospitals)

Lady health workers 655

Kasur district, Punjab

Papulation 2 375875
District headquarters 1

Tehsil headquarters 2

Rural health centres 12

Basic health units 81

Hyderabad district, Sindh

Population 1847 106
Total health facilities 55
Vaceinators 137
Expanded Programme on Immunization centres 60

Lady health visitors 43

Lady health workers 1184

Annex 4. Profiles of the health service providers in the four districts

Table 1. Profile of the health service providers in Hyderabhad district.

Health service provider No. of Training Training Training received Training
years of received an received an on gender and received on
service gender gender-hased health issues health issues

violente

Lady health workers 6 No Na Yes Yes.

Lady health visitors. 2 No Mo No Yes

Medical officers (female) 10 No No No Yes

Medical officers (male) 28 Yes Yes- Yes Yes

Exeeutive district 30 No No Na Yes

officers/district health

pfficers
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Table 2, Profile of the health service providers in Jamshoro district.

Health service  No. of years  Training Training Training recéived on  Training received
provider of service received on received an gender and health on health issues
gender gender-based  issues

viclence
Lady health 3 Na No Yes {6] Yes/many
waorkers
Lady health 10 No No No Yesfmany
visitors
Mediéal 10 Yes No NG Yesymany
officers
(female)
Medical 15 Yes No No Yes/maiy
officets (male)
Tehsil health 15 Yes No No Yes/many
officats’

*Executive district officers — data not available.

Table 3. Profile of the health service providers in Muzaffarabad district.

Health service No. of Traihing Training received on  Training received  Training
provider yearsof  received on gender-based on gender and received on
service gender violence health issues health issues
Lady health waorkers g Na Na Na No
Lady health visitors 12 No No No Yes (5)
Medical officers 6 Yes (2) No Yes (1) Yes (7)
(female)
Medical officers (male) 5 Yes (2) Mo Yes (1), Yes (6)
District health officers 25 No No No Yes
Tabie 4. Profile of the health service providers in Kasur district.
Health service provider  No. of years Training Training Training received Training
of service received on received an on gender and received on
gender gender-based health issues healthissues
violence
Lady health workers 3 No- No Yes Yes
Lady health visitars 15 No- Na Yes Yes
Medical officers {female) 3 No- Na Yes Yes
Medical afficers. {mala) 15 No- Na Yes Yes
Executive distriet 25 No No Yes Yes
officers/district health
officers
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Annex 5. Profiles of the respondents of the focus group discussions

Table 1. Profile of the urban male respondents, Hyderabad district, Sindh.

Parameter Respondent

1 2 3 4 5 6 7
Age {years) 29 26 29 32 a7 30 27
Education BA Intermediste  Bachelor  Bacheélor of Mastet of Arts  Nil il

of Arts Arts

Marital status Married  Single Married  Married Married Married  Married
No. of children 2 0 2 1 5 3 2
Emplayment status Private Private: Private Gavernimeht Goverhment Private Private:
Access to television Yes ey Yeasg Yes Yes Yes Yes
Access to maobile phene Yes Yes Yes Yes Yas Yes Yes
Accessito radio Yés Yes Yes Yes Yes Yés Yes
Access to newspaper Yes Yas Yes Yes Yas Yes yes
Any disability No No Mo No Mo No Na

Table 2. Profile of the urban male respondents, Jamshoro district, Sindh.

Parameter Respondent

1 2 3 4 5 6
Age {years) 29 a5 38 28 27 21
Education Intermediate  Bachelor of Bachelor of Bachelo  Matriculated Intermediate

Arts Arts rof Arts

Marital status Married Married Married - Married -
No. of children 2 1 3 o3 2 0
Employment status Business Government Shopkeeper - Labourer -
Access to television Yes Yes Yes Yes Yes Yes
Access ta mobile phone Yes Yes Yes Yes Yes Yes
Access ta radio Yes Yes Yes Yes Yes Yes
Access to newspaper Yes. Yes Yes Yes Yes Yes.
Any disability Mo No Mo No Ne Mo
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Tahle 3, Profile of the urban male respondents, Muzaffarabad district, Azad Jammu and

Kashmir,
es".meter Respondent
1 2 3 4 5
Age (years) 35 a2 29 32 40
Education Matriculated IMaster of Middle Bachelor of Middle
Arts Arts
Marital status Married Married Married Married Married
Ma. of children pl bl 1 2 3
Emplayment status Labourer/daily Gavernment Driver laurnalist. Teacher
wages service
Access to television Yes Yes Yes Yes Yes
Access to mobile phighe Yes Yes Yes Yes Yes
Access to radio Yes Yes Yes Yes Yés
Access to newspaper Yes Yes Yes Yes ‘Yes
Any disability Na Na Na Na Na

Tahble 4. Profile of the semi-urban male respondents, Kasur district, Punjab.

Parameter Respondent
1 2 3 4 5 ] 7 ‘8
Age [years) 32 46 42 39 51 27 40 34
Education Matrictlated Middle  lliterate  Primary lIlfterate  Bachelor lllterate  Faculty
of Arts, of Arts
Bachelor
of
Education
Marital status Single Married  Married Married Married  Single Marridd ~ Married
No. of childrer 0 3 4 3 7 0 5 2
Employmentstatus  Unemploved Factory  Rickshaw  Labourer  Farmer Schiool Farmer Private
warker driver teacher
Access to Yes Yas Yes Yes Yes Yes Yes Yes
telévision
Access to mahile Yes, s, Yes Yes Yes Yes, Yes Yes
phone
Access to radio Na No Yes No Yes No Yeg No
Access ta Yes Mo No Na Na Yes No Yes
newspaper
Any disability. Na Mo Ne No Na Mo No No
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Table 5. Profile of the urban female respondents, Hyderabad district, Sindh.

Parameter Respoindent
1 2 3 4 5 &
Age {years) 48 30 29 22 27 33
Education/na. of years of schaoling 10 12 12 12 10 5
Matital status Married Mariied Marrfied Single  MNot Married,
disglosed
No. of children 4 1 3 0] 4} 3
Employment status Housewife Housewife Domestic - Housewife  Domestic
warker worker

Access to television Yes es Yex Yes Yes Yes
Access to mohile phone Yes: Yes Yes Yas Yes Yes
Access to radio Yes. Yes Yes Yes Yes Yes
Access to newspaper Yes e Yes Yes Yes Yes
Any disability No No No Na No Na
Any ather attribute No No Ne No No Na
Purdah observing/veiled Yes Yes Yes Na Yes Na
Table 6. Profile of the urban female respondents, lamshoro district, Sindh.
Parameter Respondént

1 x 3 4 5 6
Age {years) 28 38 29 39 39 35
Education - - - - Matriculated  Primary
Marital status Marriad Married Marrigd Married Marriad Martied
No. of children 1 3 3 2 4 5
Employment status Housewife Housawife- Housewife  Housewife Housewife Housewife
Accoss ta television Yes Yes Yes Yes Yes Yes
Access ta maobile phone Yes No No. Yes Yes Yes
Access to radio Yes Yes Yes Yes- Yes Yes
Access to mewspaper Yes Yes Yes Yes Yes Yes
Any disability No No No No No Na
Purdah observing/veiled Yes Yés Yes Yes No Mo
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Table 7. Profile of the urban female respondents, Muzaffarabad district, Azad Jammu and

Kashmir.
Parameter Respondent
1 2 3 4 5 6 7 B
Age {years) 21 24 29 37 39 32 28 41
Education Fzeulty.of  Bachelor Middle Illitérate Primary lliterate Matriculated  Middle
Arts of Arts
Marital status Married Married Marrled Married Married Married - Married
Nao. of children 1 2 1 5 3 3 8 )
Employment Housewife Housewife Housewife Housewifa Housewifz Hougewife Housewife Hausewife
status
Access to Yes, Yeg Yes Yeg Yes Yes Yes Yes
television
Access to mohile  Yes Yes Yes. Yes Yes Yes Yes Yes
phone
Access to radle Yes Yes Yes Yes Yes Yes Yes. Yek
Acress to Yeas. Yes Yes, Yag Yag YES Yes Yes
newspaper
Any disability Nao Mo Ne Ni No N No Ne
Purdah Yes No: Yes Yas Ne No Na No
obsénving fveiled
Table 8. Profile of the semi-urban female respondents, Kasur district, Punjab.
Parameter Respondent
1 2 3 4 5 6 7 8
Age {years) 44 48 EL] 53 23 52 A9 38
Educafion lliterate INiterate Primary [literate Bathalor  Iliterate Primary lliterate.
af Arts
Marltal status Married Married Married Married Single Marriad Married Married
No. of children. 5 B 4 7 Rt 6 2 3
Employment status Housewife Housewifa Housewife Housawife Studgent Housawifa Housewife Housewile
Access to telévision Yes Yes Yes Yes Yes Yes. Yes Yes
‘Access to moblle phone Yes Yes Yes Yas Yes No No Yes
Access to radio Na Ma No Na. MNe No Yas Ne
Access to newspaper Na Mo No Ne Yesg No No- Na
Any disability No Mo No Na No No Mo No
Purdah ohserving/veiled  Na No. No No No Nb No No
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WHO Pakistan commissioned a rapid assessment with the primary objective of assessing
the capacity of the health sector in Pakistan to integrate the issues of gender-based
violence. This rapid assessment was conducted under the WHO Gender and Health
Programme as part of the One UN Gender Equality Interventions. A qualitative study
involving a brief desk review and primary data collection, including interviews and focus
group discussions with health service providers, was employed. The study reconfirms that
the connection between gender and health is not only poorly understood also that gender-
based violence is not internalized as a public health issue by the majority of health service
providers at different levels. The outcomes of this assessment will be of interest not only to
policy-makers in the context of Pakistan but also to those in other countries, developed and
developing alike.
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