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nophosphorus pesticides, had become the most 
common pesticides in fatal poisonings (109). 

Probably the most widely studied pesticide reg-
ulation is Sri Lanka’s (Box 6). The case of Sri Lanka 
also shows, however, that restrictions on specific 
pesticides can lead farmers to substitute other dan-
gerous substances for banned pesticides. Conse-
quently, while restrictions and bans on highly toxic 
substances can be effective, implementation of 
such measures should be accompanied by work to 
evaluate agricultural needs and encourage replace-
ment by low-risk alternatives for pest control (110). 

In Samoa, a rapid increase in self-poisoning 
and suicide occurred following the introduction 
of paraquat in 1974. Reduced imports of paraquat 
from 1982 onwards – rather than a legislative ban 
– resulted in a subsequent drop in suicide rates 
(104).

4.2	 Safer pesticide storage
Access to pesticides can be reduced through devel-
oping and maintaining safer pesticide storage prac-
tices. In developing countries, much agriculture 
takes place on small-holdings, with each farming 
family storing and using its own pesticide stocks. 
Unsafe storage practices are often the norm. A sur-
vey of cotton and pineapple farmers in Benin, for 
example, found that the majority stored their pes-
ticides in their homes – about 75% in bedrooms 
and 5% in kitchens. Less than one in ten kept them 
in a separate store outside the home, and the re-
mainder either in fields or under granaries (113). 
Research has shown that many fatal self-poisoning 
cases in the developing world are impulsive acts 

most harmful pesticides (102). Many high-income 
countries have already banned the use and ex-
port of such substances (e.g. the European Union 
(103)). Many are still used, however, in developing 
countries where safer use and management of pes-
ticides are limited by a lack of funds, expertise, hu-
man resources, training, data, technology, public 
awareness and other resources (104–106). For ex-
ample, according to Pesticide Action Network Inter-
national, 73% of pesticides imported by Thailand 
are WHO Class 1a or 1b (107). Even where legislation 
exists, enforcement can be weak, while in many 
countries unauthorized, informal markets operate, 
supplying pesticides that are repackaged, diluted 
or mixed and, consequently, inaccurately labelled 
(108). 

Preventing access to the more hazardous types 
of pesticides is an essential part of suicide preven-
tion. Measures that can be undertaken to prevent 
such access include regulatory policies to restrict or 
ban production, import or sale of certain pesticides 
and measures to improve the safety of storage. 

4.1	 Legislative measures
Policies that restrict or ban the use of highly toxic 
substances can reduce access to lethal means and 
reduce suicide mortalities. Evidence of the impact 
of such bans on suicide mortality is available from 
several countries. For instance, after Jordan banned 
the organophosphate parathion (which had been 
responsible for over 90% of pesticide deaths) in 
1981, there was an 80% decrease in poisoning 
deaths requiring autopsy in Amman (104). A later 
study showed that carbamates, rather than orga-

Box 6

Impact of targeted pesticide bans in Sri Lanka
Suicide rates in Sri Lanka increased eightfold between 1950 and 1995 (111), with over two-thirds of suicides 
involving pesticide poisoning (112). From 1991, imports of WHO Class 1 (highly or extremely hazardous) 
pesticides were gradually reduced until a total ban on their import and sale was implemented in 1995. The 
ban was followed by a sharp decrease in suicide mortality. The number of hospital admissions for pesticide 
self-poisoning increased, however, as did the in-hospital mortality rate for pesticide poisonings. This 
occurred as the 1995 ban prompted farmers to switch to the Class 2 (moderately hazardous) insecticide 
endosulfan. This in turn led to an increase in self-poisoning with this substance, which, ironically, is more 
difficult to treat than poisoning by more toxic Class 1 pesticides. Endosulfan was itself banned in 1998, a 
move associated with further decreases in suicide mortality (including now in-hospital mortality). There 
were almost 20 000 fewer suicides in the period 1996–2005 compared with 1986–1995 (111,112). Other 
factors including civil war, unemployment, divorce, alcohol misuse, and actual levels of pesticide use were 
not associated with reduced suicide rates (111). Importantly, the pesticide bans were not associated with 
losses in agricultural output (110).



73

facilitated by the ready availability of pesticides in 
rural homes (114,115).

The WHO Initiative on the Impact of Pesticides 
on Health has identified a range of community in-
terventions to encourage safer pesticide storage 
(116). These include:

•	 Providing locked boxes for storing pesticides 
in farming households;

•	 Encouraging centralized communal storage 
of pesticides; and

•	 Educating pesticide users about the health 
risks associated with pesticide use and about 
safe use, storage and disposal of pesticides.

The first two measures are discussed below. Until 
recently there have been few evaluations of the ef-
fectiveness of these measures on storage practices 
and pesticide poisoning, but these are now more 
numerous. To encourage the wider implementation 
and evaluation of safer storage and educational 
measures, WHO and the International Association 
for Suicide Prevention have published details about 
the activities needed to implement and evaluate 
these different interventions and have begun pre-
paring demonstration studies (116,117).

4.2.1	 Providing locked boxes for storing  
	 pesticides

Lockable storage boxes for families that use pes-
ticides can help to reduce access to lethal means 
by improving users’ home storage methods. Intro-
duction of storage boxes should be accompanied 
by community and household education on the 
importance of safe pesticide storage, with instruc-
tions on how to use and maintain the box. Lockable 
storage boxes for pesticides have been provided in 
agricultural communities in Sri Lanka. A study ex-
ploring the impact of this scheme on storage prac-
tices found significant increases in safe pesticide 
storage: 82% of participating households reported 
storing pesticides at home in locked boxes seven 
months after the implementation of the scheme, 
compared with 2% at baseline. The proportion 
of households storing pesticides in fields, how-
ever, fell from 46% at baseline to 2% at follow-up, 
thereby increasing the storage of toxic pesticides in 
the home. This may have increased the risk of self-

poisoning, if all boxes are not kept locked all of the 
time (118). 

A separate study providing lockable storage 
boxes in Sri Lanka found similar high levels of use 
30 weeks after the intervention. By 18 months, 
some reduction in use had occurred although 75% 
of participating households were still using the 
box. Although data on suicide and self-harm were 
collected by the authors, the relatively small study 
size prevented any conclusions from being drawn 
on the impact of the intervention on pesticide self-
poisonings (119). Further studies on the impact of 
locked boxes on intentional poisonings and suicide 
are underway in Sri Lanka (116,117). 

4.2.2	 Encouraging centralized communal  
	 storage of pesticides

Creating centralized pesticide storage facilities in 
farming communities can heighten supervision of 
pesticide access. Communal storage facilities can 
operate at several different levels. At a low-level  
facility, centralized storage with secure lockers pro-
vides families with access to their own pesticides 
at any time. Higher level facilities may employ a re-
sponsible individual to manage families’ access to 
their pesticide stocks: for example, providing the 
required amount of pesticide on a daily basis. Alter-
nately, they may use a centralized purchasing and 
distribution system with one authorized individual 
managing pesticide access for a whole community. 
These arrangements demand appropriate selection 
and training of managers, so that the system oper-
ates in a fair manner and managers are able to pro-
vide sound advice to participants about pesticide 
safety. 

Communal storage units can also provide for 
the safe disposal of unwanted pesticides and emp-
ty containers. There is currently no published evi-
dence on the effectiveness of community pesticide 
storage systems, yet the WHO Initiative on the Im-
pact of Pesticides on Health is supporting efforts to 
develop and evaluate demonstration projects (117). 
A key concern with this approach is its sustainabil-
ity, however, as it relies on individuals agreeing to 
store their pesticides in a central location although 
this practice increases the time and effort required 
to spray fields.

Guns, knives and pesticides: reducing access to lethal means
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5.	Summary

means with training (for pesticide users, police and 
others) and public awareness-raising. Designed and 
run by members of the community, they can also be 
tailored to local needs. Such projects, nonetheless, 
require sustained commitment at a local level, which 
can be difficult to maintain; so, the benefits can be 
short-lived. Further developing the evidence base 
on effective community measures with sustainable 
outcomes is, therefore, an essential step in reducing 
violence through lethal means. 

Evaluating any interpersonal and self-directed 
violence prevention measure is difficult when data 
are limited. While this is a universal problem, it is 
most keenly felt in developing countries where evi-
dence is most urgently needed on the effectiveness 
of measures to reduce access to lethal means. The 
development of robust injury data collection sys-
tems must, therefore, be a top priority. 

Preventing access to lethal means requires 
broad partnership at all levels, beginning with 
strong commitment and support from both gov-
erning authorities and communities. Interventions 
to reduce access to lethal means focus mainly on 
controlling the lethal means themselves; but to pre-
vent individuals simply finding another means of  
violence, these interventions must be part of broad-
er measures to reduce poverty and social inequali-
ties, shutdown illicit drug markets, reduce crime 
and ensure criminal justice systems are efficient, 
fair and seen to protect society from violence. 

This briefing has outlined evidence of the impacts 
on violence of a range of measures to reduce access 
to firearms, sharp objects and pesticides. Despite a 
lack of evidence in some areas, overall the findings 
are promising, suggesting that well-implemented 
measures to reduce access to lethal means can 
help to reduce violence. The vast majority of cur-
rent evidence focuses on the use of national or lo-
cal legislation to control the purchase, sale and use 
of lethal means. Here, several studies have shown 
that legislation which effectively controls access to 
lethal means can reduce both homicides (involving 
firearms) and suicides (firearms and pesticides). 
Nonetheless, even for firearms, which have been 
the focus of most research, more rigorous data and 
studies are required to develop understanding of 
the impacts of these measures (34).

Strengthening national legislation to reduce ac-
cess to lethal means, even where this is possible, 
can be a lengthy and complex process. Much can be 
done at a local level, however, to enforce existing 
legislation, promote safer storage of lethal means 
and remove lethal weapons from civilian hands. 
Promising examples of community measures are 
to be found in both high-, middle- and low-income 
countries: e.g. safer pesticide storage in Sri Lanka, 
the Arms Free Municipalities project in El Salvador, 
the Boston Gun Project in the United States and Op-
eration Blade in Scotland. Community programmes 
often combine measures to reduce access to lethal 
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Promoting gender equality  

to prevent violence  
against women



Overview
Promoting gender equality is a critical part of violence prevention. 

The relationship between gender and violence is complex. Evidence suggests, however, 
that gender inequalities increase the risk of violence by men against women and inhibit 
the ability of those affected to seek protection. There are many forms of violence against 
women; this briefing focuses on violence by intimate partners, the most common form. 
Though further research is needed, evidence shows that school, community and media 
interventions can promote gender equality and prevent violence against women by 
challenging stereotypes that give men power over women. 

School initiatives are well placed to prevent violence against women. 

School-based programmes can address gender norms and attitudes before they become 
deeply engrained in children and youth. Such initiatives address gender norms, dating 
violence and sexual abuse among teenagers and young adults. Positive results have been 
reported for the Safe Dates programme in the United States of America and the Youth 
Relationship Project in Canada. 

Community interventions can empower women and engage with men.

Community interventions can address gender norms and attitudes through, for example, 
the combination of microfinance schemes for women and methods that empower men 
as partners against gender-based violence. The strongest evidence is for the IMAGE 
microfinance and gender equity initiative in South Africa and the Stepping Stones 
programme in Africa and Asia. Community programmes with male peer groups show 
promise in changing attitudes towards traditional gender norms and violent behaviour, but 
they require more rigorous evaluations. Well-trained facilitators and community ownership 
appear to boost the effectiveness of these interventions.

Media interventions can alter gender norms and promote women’s rights. 

Public awareness campaigns and other interventions delivered via television, radio, 
newspapers and other mass media can be effective for altering attitudes towards gender 
norms. The most successful are those that seek to understand their target audience and 
engage with its members to develop content. We do not yet know, however, whether they 
actually reduce violence. 

Programmes must engage males and females.

There is some evidence that microfinance schemes that empower women (without 
engaging with men) may actually cause friction and conflict between partners, especially 
in societies with rigid gender roles. Further research is needed to explore how such 
possible negative effects might be overcome. 
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1.	Introduction

The relationship between gender and violence 
is complex. The different roles and behaviours of 
females and males, children as well as adults, are 
shaped and reinforced by gender norms within 
society. These are social expectations that define 
appropriate behaviour for women and men (e.g. in 
some societies, being male is associated with tak-
ing risks, being tough and aggressive and having 
multiple sexual partners). Differences in gender 
roles and behaviours often create inequalities, 
whereby one gender becomes empowered to the 
disadvantage of the other. Thus, in many societies, 
women are viewed as subordinate to men and have 
a lower social status, allowing men control over, 
and greater decision-making power than, women. 

Gender inequalities have a large and wide-ranging 
impact on society. For example, they can contribute 
to gender inequities in health and access to health 
care, opportunities for employment and promotion, 
levels of income, political participation and repre-
sentation and education. 

Often inequalities in gender increase the risk of 
acts of violence by men against women (see defini-
tions, Box 1). For instance, traditional beliefs that 
men have a right to control women make women 
and girls vulnerable to physical, emotional and 
sexual violence by men (1,2). They also hinder the 
ability of those affected to remove themselves from 
abusive situations or seek support (3). Violence 
against women is most often perpetrated by an in-

Box 1

Definitions 
Gender equality: Equal treatment of women and men in laws and policies, and equal access to 
resources and services within families, communities and society at large (11).

Gender equity: Fairness and justice in the distribution of benefits and responsibilities between women and 
men. Programmes and policies that specifically empower women are often needed to achieve this (11). 

Gender-based violence: Violence involving men and women, in which the female is usually the victim; 
and which is derived from unequal power relationships between men and women. Violence is directed 
specifically against a woman because she is a woman, or affects women disproportionately. It includes, 
but is not limited to, physical, sexual and psychological harm (including intimidation, suffering, coercion, 
and/or deprivation of liberty within the family, or within the general community). It includes that violence 
which is perpetrated or condoned by the state (13). This widely accepted definition of gender-based 
violence is now often expanded to include violence that results from unequal power relations between 
men and between women (e.g. homophobic violence).

Violence against women: Any public or private act of gender-based violence that results in, or is likely 
to result in physical, sexual or psychological harm or suffering to women, including threats of such acts, 
coercion or arbitrary deprivation of liberty (14).

Intimate partner violence: Any behaviour by a man or a woman within an intimate relationship that 
causes physical, sexual or psychological harm to those in the relationship. This is the most common form of 
violence against women.

Promoting gender equality to prevent violence against women
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timate partner, but it takes many other forms: vio-
lence by a family member, sexual harassment and 
abuse by authority figures, trafficking for prostitu-
tion, child marriages, dowry-related violence, hon-
our killings, sexual violence committed by soldiers 
during wars and so on (4). Health consequences 
of such violence range from physical injuries and 
unwanted pregnancies to sexually transmitted in-
fections (including HIV), emotional problems such 
as anxiety and depression and (in extreme cases) 
homicide or suicide (3,5,6–10).

For decades, therefore, promoting gender equal-
ity has been a critical part of violence prevention. 
This has included interventions that confront the 
entrenched beliefs and cultural norms from which 
gender inequalities develop, and efforts to engage 
all sectors of society in redressing these inequali-
ties, both of which are thought to reduce gender-
based violence. Despite the long history and high 
visibility of such measures, however, few have been 
subject to any kind of scientific evaluation. 

This briefing reviews some of the most promis-

ing methods of promoting gender equality and their 
effectiveness in reducing violence towards women. 
There are many types of violence against women, 
but this briefing focuses specifically on interven-
tions to prevent violence by intimate partners and 
during dating, as these have been evaluated more 
than other interventions in this area. These in-
clude:

•	 School-based interventions
	 These work with school children before gen-

der attitudes and behaviours are deeply 
ingrained. The most widely evaluated are 
dating interventions that attempt to create 
equal relationships and change attitudes and 
norms towards dating.

•	 Community interventions
	 These try to effect change in individuals and 

whole communities, by addressing gender 
norms and attitudes. They can include meth-
ods to empower women economically and to 
enlist men as partners against gender-based 
violence.

•	 Media interventions
	 Public awareness campaigns use mass media 

to challenge gender norms and attitudes and 
try to raise awareness throughout society of 
violent behaviour towards women and how to 
prevent it. 

Government interventions to promote gender 
equality, such as laws and policies (see Box 3), can 
also play an important role in the primary preven-
tion of violence. These are not discussed at length 
in this briefing, however, as there have been few 
evaluations of such measures.

Box 2

Intimate partner violence
In a study of intimate partner violence across ten 
countries, the percentage of women reporting 
physical or sexual violence by their partners, or 
both, in their lifetime varied from 15% (in one city 
in Japan) to 71% (in a province of Ethiopia). The 
percentage of women reporting physical or sexual 
violence, or both, in the past year ranged from 
4% (in cities in Japan, Montenegro and Serbia) to 
54% (in a province of Ethiopia) (15). 

Box 3

Laws and policies to promote gender equality
The development of international and national legal frameworks that promote gender equality can play 
an important role in preventing violence against women. Internationally, a number of human rights 
agreements require states to take measures to eliminate gender-based violence against women (15). 
These include the Convention on the Elimination of All Forms of Discrimination Against Women; the 
International Covenant on Civil and Political Rights; and the International Covenant on Economic, Social 
and Cultural Rights. Significant changes are also underway worldwide to strengthen national laws and 
policies. Among them are laws that criminalize violence against women (e.g. intimate-partner violence, 
rape in marriage, trafficking for prostitution); laws and policies that support and protect those affected 
(e.g. implementing protection orders, child and family protection units, specialized response teams, 
women’s shelters and family courts); improving the response of police and other criminal justice officials 
towards cases of violence against women; and improving women’s rights in marriage, divorce, property 
ownership and inheritance and child support (3,16,17).
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2.	School-based interventions

mation (30). Furthermore, there is some evidence 
that for men, programmes presented to mixed male 
and female groups are less effective in changing 
attitudes than those presented to all-male groups 
(31). Although the majority of evaluated school pro-
grammes for dating violence have been conducted 
in the United States and other high-income coun-
tries, some initiatives are being implemented in 
developing countries. For instance, in South Africa, 
an adaptation of the Safe Dates programme for 
students in eighth grade (13–14-years-old) is now 
being evaluated. Furthermore, the Men As Partners 
programme (see Community interventions, below) 
has established groups for students in grades 5 to 
8 (10–14-years-old). These encourage boys to stop 
domestic and sexual violence towards women and 
girls and to become responsible fathers (32). The 
programme, however, has yet to be evaluated.

The Youth Relationship Project in Ontario, Can-
ada, is a community-based intervention to help at-
risk 14–16-year-olds develop healthy, nonabusive 
relationships with dating partners by providing 
education about healthy and abusive relationships, 
conflict resolution and communication skills and 
social action activities. A randomized controlled 
trial showed that the intervention was effective 
in reducing incidents of physical and emotional 
abuse and symptoms of emotional distress over a 
16-month period after the intervention (24). 

Other programmes targeting both males and fe-
males have changed attitudes towards violence. For 
instance, in the United States, a five-session pro-
gramme on dating violence for students in grades 
9 to 12 (14–18-years-old) addressed how gender 
inequality fosters violence, challenged individual 
and societal attitudes towards violence as a means 
of conflict resolution, helped students develop 
non-violent communication skills and identified re-

School-based interventions attempt to address gen-
der norms and equality early in life, before gender 
stereotypes become deeply ingrained in children 
and youth. A number of initiatives have been devel-
oped to address gender norms, dating violence and 
sexual abuse among teenagers and young adults 
(18). These target either male peer groups, or male 
and female youth together, and aim to increase 
knowledge of intimate partner violence, challenge 
gender stereotypes and norms and reduce levels of 
dating violence. Evaluations of these programmes 
suggest they can increase knowledge about dating 
violence and improve attitudes towards it; their ef-
fectiveness at reducing levels of actual abuse to-
wards females appears promising, although it has 
not been consistently demonstrated and evalua-
tions have largely focused on short-term outcomes 
(18–21). 

Positive results have been reported, however, 
particularly for the Safe Dates programme in the 
United States and the Youth Relationship Project 
in Canada. Safe Dates is a school and community 
initiative that targets eighth and ninth grade girls 
and boys (13–15-years-old). It includes a ten-session  
educational curriculum, a theatre production, a 
poster contest, training for providers of commu-
nity services and support services for affected 
adolescents. A randomized controlled trial of the 
programme found that (compared to members of 
a control group) participants reported less psy-
chological abuse and sexual and physical violence 
against their current dating partner one month af-
ter the programme ended (22) and four years later 
(23). 

Dating programmes are more effective if they 
are delivered in multiple sessions over time (rather 
than in a single session) and if they aim to change at-
titudes and norms rather than simply provide infor-
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sources to support victims of dating aggression. A 
well-designed evaluation found that the programme 
significantly lowered male and female participants’ 
tolerance of dating violence (compared to members 
of a control group) (25). 

Another programme in the United States, Men-
tors in Violence Prevention, provides six or seven 
two-hour educational sessions to male and female 
high-school and college students, in mixed or 
single-sex groups. Here the students learn about 
different types of abuse, gender stereotypes and 
society’s acceptance of violence against women. 
In addition, role-playing helps participants to con-
front sexist attitudes and to actively prevent vio-
lence (26). An evaluation of the programme in ten 
schools examined the knowledge and attitudes of 
participants before and two to five months after 
the programme. This found that, compared to mem-
bers of a control group, participants’ knowledge 
of violence against women significantly increased 
after the programme. The study also indicated 
that the programme improved participants’ atti-
tudes towards violence against women and gave 
them greater confidence to intervene or speak out 
against it (27). 

Initiatives that work solely with male peer 
groups have also been shown to change violence-
related attitudes in the short term – particularly to-
wards sexual violence – and to promote new ideas 
of masculinity based on non-violence and respect 
for women. In the United States, for example, uni-
versity undergraduates participated in a one-hour 
programme led by four male peer educators. This 

included a video that described a situation leading 
to rape, and taught basic skills for helping a woman 
recover from rape, communicating openly in sexual 
encounters and challenging the societal normaliza-
tion of rape. A randomized controlled evaluation 
found that, immediately after the programme, lev-
els of acceptance of rape-myths and the likelihood 
of raping (measured by a behavioural question) 
were significantly lower for participants than be-
fore the programme – and no such changes were 
reported in the control group. A follow-up study at 
seven months indicated that the beneficial changes 
were enduring; however, no changes were found in 
levels of sexual coercion before and after the inter-
vention (28). 

In a related initiative, The Men’s Program, a vid-
eo was shown to male undergraduates describing a 
homosexual, male-on-male, rape to teach the stu-
dents how it might feel to be raped. The video also 
made connections with male-on-female rape to en-
courage empathy for survivors. In addition, partici-
pants were taught how to support rape victims and 
confront peers who joked or boasted about raping 
women. An evaluation of this approach randomly 
assigned participants to one of two additional 
training modules that dealt with either bystander 
intervention in situations involving alcohol where 
there is a danger of rape, or defining consent in sit-
uations involving alcohol. A randomized controlled 
trial found that in both treatment groups, partici-
pants were significantly less likely (than members 
of the control group) to accept myths about rape or 
commit sexual assault or rape (29). 
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3.	Community interventions

38). The programme also encourages wider commu-
nity participation to engage men and boys. It aims 
to improve women’s employment opportunities, 
increase their influence in household decisions and 
ability to resolve marital conflicts, strengthen their 
social networks and reduce HIV transmission. 

A randomized controlled trial found that, two 
years after completing the programme, participants 
reported 55% fewer acts of violence by their inti-
mate partners in the previous 12 months than did 
members of a control group (37). Compared with 
controls, these women reported fewer experiences 
of controlling behaviour by their partners (34% 
of participants versus 42% of those in the control 
group), despite having suffered higher levels of this 
behaviour than members of the control group be-
fore entering the programme. In addition, partici-
pants were more likely to disagree with statements 
that condone physical and sexual violence towards 
an intimate partner (52% of participants versus 
36% of the control group) (37). Furthermore, a 
higher percentage of women in the programme 
reported household communication about sexual 
matters and attitudes that challenged gender roles. 
The programme did not, however, have an effect on 
either women’s rate of unprotected sexual inter-
course at last occurrence with a non-spousal part-
ner or HIV incidence (37). 

Other stand-alone credit programmes targeting 
women appear to show promise in reducing intimate 
partner violence. These include Grameen Bank and 
Bangladesh Rural Advancement Committee (BRAC) 
Rural Development programmes1 in Bangladesh. 

Community interventions to reduce gender equal-
ity usually attempt to empower women, strength-
en their economic position (through, for instance, 
microfinance schemes) and change gender stereo-
types and norms (17,30,33,34). These programmes 
have mainly been implemented in developing coun-
tries. Although most programmes involve women 
(alone or with men), some community programmes 
work solely with male peer groups focusing on mas-
culinity, gender norms and violence. This reflects a 
growing awareness of the importance of engaging 
men and boys in interventions, not only to redefine 
concepts of masculinity based on dominance and 
control, but also to engage them in stopping vio-
lence against women. Community interventions aim 
to change not just the way individuals think and be-
have, but also to mobilize entire villages or districts 
in efforts to eradicate violence against women. 

3.1	 Microfinance
A number of initiatives involving micro-finance have 
been established to increase women’s economic 
and social power. These provide small loans to mo-
bilize resources for income-generating projects, 
which can alleviate poverty. While microfinance 
programmes can operate as discrete entities, suc-
cessful ones tend to incorporate education ses-
sions and skills-building workshops to help change 
gender norms, improve communication in relation-
ships and empower women in other ways (35). 

One of the most rigorously evaluated and suc-
cessful programmes is South Africa’s Interven-
tion with Microfinance for AIDS and Gender Equity 
(IMAGE). This targets women living in the poorest 
households in rural areas, and combines financial 
services with training and skills-building sessions 
on HIV prevention, gender norms, cultural beliefs, 
communication and intimate partner violence (36–

1	 The Grameen Bank and the BRAC Rural Development  
Programme are the two largest non-governmental credit 
programmes in Bangladesh. Participants are organized into 
small solidarity groups which share responsibility for repay-
ment.
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Here, women participants were interviewed retro-
spectively and asked if the programme had changed 
their experience of intimate partner violence. Their 
answers revealed that they were less than half as 
likely to have been beaten by their partners in the 
previous year as women living in villages with no 
exposure to such programmes (39). Women were 
protected from intimate partner violence through 
their ability to bring home a resource that benefited 
their partners, which improved their status in the 
household. Since participation allowed the wom-
en greater contact with others outside the home, 
their lives (and, therefore, experience of intimate 
partner violence) also became more visible. These 
programmes also showed benefits for the entire 
community. Levels of intimate partner violence 
among non-participating women living in villages 
where credit programmes had been implemented 
were about 30% lower than among non-participat-
ing women in villages with no credit programmes. 

The promise of these programmes is tempered, 
however, by reports of lenders exploiting disadvan-
taged borrowers with very high rates of interest – 
which can trap people in debt and contribute further 
to poverty (40) – and of increases in intimate part-
ner violence (41). Disagreements over the control 
of newly acquired assets and earnings, combined 
with women’s changing attitudes towards tradi-
tional gender roles, improved social support and 
greater confidence to defend themselves against 
male authority, sometimes led to marital conflicts 
and violence against women perpetrated by their 
partners (39). Increases in violence following par-
ticipation in credit programmes have also been re-
ported elsewhere (42), at least in the initial stages 
of membership (43). 

These negative outcomes may be explained by 
differences between the Grameen and BRAC credit 
programmes and South Africa’s IMAGE interven-
tion, described above. IMAGE includes education 
and skills-building sessions that address a vari-
ety of social issues and engage men and boys. The 
Grameen and BRAC programmes do not, however, 
include such educational and skills-building ses-
sions (except for self-employment, often a year after 
membership). Furthermore, these programmes are 
solely for women. Pre-existing gender roles appear 
to affect the violence-related outcomes of credit 
programmes: in communities with rigid gender 
roles, women’s involvement can result in increased 
levels of intimate partner violence, but not in those 
with more flexible gender roles (44). Through edu-
cation and skills-building, and engagement with 

boys and men, IMAGE has the potential to change 
the attitudes of whole communities, making them 
more receptive to female empowerment, without a 
backlash.

3.2	 Challenging gender norms  
	 and attitudes
Other community programmes challenge gender 
norms and attitudes that justify intimate partner 
violence. The most widely established and rigor-
ously evaluated is the Stepping Stones programme, 
a life-skills training intervention developed for HIV 
prevention, which has been implemented in Africa 
and Asia. Using a variety of methods, including re-
flection on one’s attitudes and behaviour, role-play 
and drama, it addresses issues such as gender-
based violence, communication about HIV, relation-
ship skills and assertiveness. Thirteen three-hour 
sessions are run in parallel for single-sex groups 
of women and men. These are complemented by 
mixed peer group and community meetings. Step-
ping Stones is designed to improve sexual health 
by developing stronger, more equal relationships 
between those of different gender. Versions of the 
programme have been evaluated in a variety of 
countries (45); however, the most thorough study 
is a randomized controlled trial in the Eastern Cape 
province of South Africa, with participants aged 15–
26 years-old. This indicated that a lower proportion 
of the men who had participated in the programme 
committed physical or sexual intimate partner 
violence in the two years after the programme, 
compared with the men in a control group (46). Fur-
thermore, a qualitative evaluation in Gambia that 
followed participating couples over one year found 
that, compared to couples in a control group, they 
communicated better and quarrelled less, and that 
the men were more accepting of a wife’s refusal to 
have sex and less likely to beat her (47). 

In Uganda, Raising Voices and the Centre for Do-
mestic Violence Prevention run a community initia-
tive for males and females, designed to challenge 
gender norms and prevent violence against wom-
en and children (48). This includes raising aware-
ness of domestic violence and building networks 
of support and action within the community and 
professional sectors; community activities such as 
theatre, discussions and door-to-door visits; and 
using radio, television and newspapers to promote 
women’s rights. A review of the programme after 
two years suggested that all forms of intimate part-
ner violence had decreased in the community (48). 
However, 8% of women and 18 % of men reported 
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an increase in physical violence against women 
following the introduction of the programme. This 
backlash was attributed to men feeling threatened 
by the empowerment of women (see Box 4).

A number of programmes work specifically with 
male peer groups, addressing values and attitudes 
associated with violence against women, redefining 
concepts of masculinity and engaging men in vio-
lence prevention. In general, however, few rigorous 
evaluations have assessed the impact of these pro-
grammes on violence. In Africa, Asia, Latin America 
and the United States, Men As Partners provides 
education and skills-building workshops for men to 
explore their attitudes regarding sexuality and gen-
der and promote gender equality in relationships 
(50). The project provides enhanced health-care 
facilities for men, leads local and national public 
education campaigns and advocates for change 
at national and international levels. A review of a 
five-day workshop in South Africa reported some 
positive results, although it was not an independ-
ent study, and it failed to include a control group 
for comparison. Nonetheless, changes in gender 
attitudes were reported among the men attend-
ing and completing a survey (67% of those attend-
ing completed a survey). For instance, 54% of men 
disagreed with the statement that “men must make 
all the decisions in a relationship” in a pre-training 
interview, compared with 75% three months later. 

Similarly, 61% of men disagreed that “women who 
dress sexy want to be raped” before training, com-
pared with 82% three months later (50).

Another intervention that uses male peer groups 
is Brazil’s Program H. This fosters healthy relation-
ships and aims to prevent HIV and other sexually 
transmitted infections. Program H has two main 
components: educational sessions (with video, 
role-playing and discussions) lasting two hours per 
week for six months to promote changes in attitude 
and behaviour; and a social marketing campaign to 
promote changes in norms of masculinity and life-
styles. An evaluation among 14–25-year-old males 
compared three communities: the first received the 
Program H educational component, the second re-
ceived the educational component plus the social 
marketing campaign and the third (control group) 
received no intervention. Compared to the control 
community, at six months, participants in the two 
communities that received one or both of the inter-
ventions were less likely to support traditional gen-
der norms than before the intervention (51). 

India has also tested a version of Program H, 
with the same design and time frame as in Brazil. 
An evaluation found that it encouraged male par-
ticipants to question traditional gender norms. 
Additionally, the proportion of men in the Indian 
programme reporting violence against a partner in 
the previous three months declined significantly in 

Box 4

Nicaraguan backlash shows need to engage men, as well
During the last decade, Nicaragua has pioneered a number of initiatives to protect women against 
domestic violence. These have included:

L	 A network of police stations for women (Comisaria de la Mujer), where women who have been abused 
receive psychological, social and legal support;

L	 A ministry for family affairs (Mi Familia), which among other responsibilities, ensures that shelter is 
available to women and children who suffer domestic violence;

L	 Reform of the national reproductive health programme to address gender and sexual abuse.

At the same time civil society groups have campaigned to promote the rights of women and to empower 
them to oppose domestic abuse. Despite these efforts, the reported number of acts of domestic and 
sexual violence against women has increased dramatically: e.g. reports of sexual abuse received by the 
Comisaria de la Mujer rose from 4174 (January–June 2003) to 8376 (January–June 2004).

Researchers at the Universidad Centro Americana and the Institute for Gender Studies say two factors 
explain this increase: better reporting of cases, as women are now encouraged to speak out; and the 
growing awareness among women that cultural traditions that foster violence are no longer acceptable 
under international law. In turn, as Nicaraguan women have more actively opposed male hegemony, 
domestic conflicts have increased and more men have resorted to domestic violence. 

These findings suggest responses to domestic violence must not focus exclusively on women, but must also 
target men to prevent a backlash (49).

Promoting gender equality to prevent violence against women
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the intervention groups, compared to the control 
group (52). 

While evaluations of community interven-
tions indicate that they may help in reducing vio-
lence and changing gender attitudes and norms 
(17,30,33,34), more scientific evaluation studies 
are needed, particularly for programmes focusing 
on male peer groups. Community interventions are 

more effective when facilitators are well-trained 
and have won the trust of a community. Their suc-
cess is also linked to communities taking own-
ership of interventions, the concurrent use of a 
variety of methods and activities (30), adequate 
and sustained funding and the support of high-
level political decision-makers. 
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4.	Media interventions 

Media interventions use television, radio, news-
papers, magazines and other printed publications 
to reach a wide range of people and effect change 
within society. They aim to increase knowledge, 
challenge attitudes and modify behaviour. Media 
interventions can also alter social norms and val-
ues (e.g. the belief that masculinity is associated 
with aggression) through public discussion and so-
cial interaction. Media campaigns have proven suc-
cessful in increasing knowledge of intimate partner 
violence and influencing attitudes towards gender 
norms, but less is known about their ability to re-
duce violent behaviour, as it is difficult to measure 
potential changes in levels of violence associated 
with media interventions (21,30,33,53). Research 
shows, however, that the most successful media 
interventions are those that begin by understand-
ing the behaviour of their audience and engaging 
its members in developing the intervention (30). 

One of the best-known and most carefully eval-
uated media programmes is Soul City in South Af-
rica (54). This uses a series of radio and television 
episodes to highlight intimate partner violence, 
date rape and sexual harassment, among other 
social problems. The series is accompanied by in-
formation booklets that are distributed nationally. 
An evaluation of the fourth series, which focused 
on gender-based violence, used a random sample 
of the national population and conducted two sets 
of interviews, eight months apart: before and after 
the intervention. The study reported an associa-
tion between exposure to the Soul City series and 
changes in knowledge and attitudes towards inti-
mate partner violence (55). For instance, at follow-
up, the percentage of people agreeing with the 
statement “no woman ever deserves to be beaten” 
had increased from 77% to 88%, while the percent-
age disagreeing with the assertion “women who 

are abused are expected to put up with it” had 
increased from 68% to 72%. However, there were 
no significant changes reported in other attitudes 
such as “as head of household, a man has the right 
to beat his wife” (55) and the study design was not 
able to establish if there was an impact on violent 
behaviour. 

In Nicaragua, a mass communication strat-
egy named Somos Diferentes, Somos Iguales 
(We are different, We are equal) has promoted 
social change to improve sexual and reproductive 
health. The strategy aimed to empower women and 
young people to take control of their lives and to 
promote women’s rights and gender equality. Ac-
tivities included a national television series (Sex-
to Sentido, or Sixth Sense), a radio talk show for 
youth and community activities such as training 
workshops for young people and youth leadership 
camps. The television series was a weekly drama 
with issue-based storylines that was broadcast in 
Nicaragua, other Central American countries and 
the United States. Using a sample of Nicaraguan 
youth (13–24-years-old), an evaluation found that 
the strategy was associated with a positive change 
in attitudes towards gender equity, among those 
exposed to it. However, the study lacked a control 
group for comparative purposes and did not meas-
ure changes in levels of violence towards women 
(56).

A number of campaigns have targeted men spe-
cifically, aiming to challenge traditional concepts 
of masculinity associated with violence. Evalua-
tions of these have not, however, looked at their 
effect on violence. For instance, a 2001 Australian 
campaign known as Violence against Women–It’s 
Against All the Rules targeted 21–29-year-old men. 
Sports celebrities delivered the message that vio-
lence towards women is unacceptable and that a 

Promoting gender equality to prevent violence against women



90 Violence prevention: the evidence

masculine man is not a violent man (57). Similar-
ly, in the United States, Men Can Stop Rape runs 
a public education campaign for men and boys 
with the message “My strength is not for hurting”. 
The campaign materials highlight how men can be 
strong without overpowering others and aim to re-
define masculinity (58). Internationally, the White 
Ribbon campaign engages men and boys in work 
to end violence against women. This educational 
initiative raises awareness about violence against 
women and challenges men to speak out against it. 
Supporters wear a white ribbon, symbolizing their 
promise never to commit, condone or remain silent 
about violence towards women (59). 

Many other public information campaigns pro-
mote gender equality and raise awareness about 
intimate partner violence, though few have been 
evaluated. These campaigns can be useful for ad-
vocating for the implementation of laws and poli-
cies that contribute to gender equality (see Box 3). 
International campaigns include: 

•	 16 Days of Activism to End Gender Violence: 
This annual campaign, established by the 
Center for Women’s Global Leadership in 
1991, has engaged organizations in more 
than 130 countries. Activities include raising 

awareness about violence as a human rights 
issue, strengthening local work around vio-
lence against women and pressuring govern-
ments to make changes needed to eliminate 
violence (http://www.unfpa.org/16days/);

•	 UNITE to End Violence Against Women: 
Launched by the UN Secretary-General in 
February 2008, this aims to raise public 
awareness and increase political will and 
resources for preventing and responding to 
violence against women and girls (http://
endviolence.un.org);

•	 Say NO to Violence Against Women: Run by 
the United Nations Development Fund for 
Women, this advocates for the right of every 
woman to lead a life free of violence (http://
www.unifem.org/campaigns/vaw/); and

•	 Stop Violence Against Women: Launched in 
2004 by Amnesty International, this advo-
cates for equal rights for women and chil-
dren, urging governments to abolish laws and 
practices that perpetuate violence against 
women and adopt policies that protect wom-
en (http://www.amnesty.org/en/campaigns/
stop-violence-against-women).
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5.	Summary

The promotion of gender equality is an essential 
part of violence prevention. A range of school, com-
munity and media interventions aim to promote 
gender equality and non-violent relationships by 
addressing gender stereotypes that allow men 
more power and control over women or that associ-
ate masculinity with aggression and violence. These 
include some well-evaluated interventions, but 
more evaluations are needed that use measures of 
actual violent behaviour as an outcome rather than 
improvements in attitude or knowledge, whose re-
lation to violent behaviour may be unknown. 

Some school-based programmes have dem-
onstrated their effectiveness. With the exception 
of the Safe Dates programme and the Youth Re-
lationship Project, however, evaluations of these 
have looked at short-term outcomes and more re-
search is needed on their long-term effects. School 
programmes are well placed to prevent violence 
against women, since they have the potential to 
address gender norms and attitudes before they 
become deeply ingrained. They are also ideal en-
vironments to work with male peer groups, where 
rigid ideas about masculinity can be questioned 
and redefined. Among community interventions, 
the IMAGE and Stepping Stones programmes are 

supported by the strongest evidence. Community 
programmes with male peer groups show promise 
in changing attitudes towards traditional gender 
norms, as well as violent behaviour, but they re-
quire more rigorous outcome evaluations. Finally, 
media interventions, such as Soul City in South  
Africa, appear to be effective at addressing atti-
tudes towards gender norms and women’s rights 
that may influence violent behaviour. However, we 
do not yet know whether they actually reduce vio-
lent behaviour. 

There is evidence that the success of some mi-
crofinance programmes in empowering women 
(without engaging with men) may actually cause 
friction and conflict between partners, especially 
in societies with rigid gender roles (44). Further 
research is needed to explore how such possible 
negative effects might be overcome. When gen-
der roles become more flexible, most women enjoy 
greater power, status and economic independence 
and the threat of violence against them decreases 
(60). It is important, therefore, to engage both men 
and women and boys and girls in interventions 
that promote gender equality and prevent violence 
against women.

Promoting gender equality to prevent violence against women
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6.
Changing cultural  

and social norms that  
support violence



Overview
Cultural and social norms can encourage violence.

Rules or expectations of behaviour – norms – within a cultural or social group can 
encourage violence. Interventions that challenge cultural and social norms supportive of 
violence can prevent acts of violence and have been widely used. This briefing describes 
how cultural and social norms can support violence, gives examples of interventions that 
aim to alter such norms, and identifies the main challenges to rigorously evaluating such 
interventions.

Interventions often target intimate partner and youth violence.

Some aim to reduce dating violence and sexual abuse among teenagers and young adults 
by challenging attitudes and norms related to gender that, for instance, allow men control 
over women. Many work with male peer groups, acknowledging the strong influence that 
young adults can have on each others’ behaviour. A common approach aims to correct 
misperceptions that people may have of the attitudes and behaviour of others. Mass 
media campaigns, including education through entertainment (edutainment), have also 
been used to challenge norms supportive of violence.

Laws and policies can assist in altering norms linked to violence.

Laws and policies that make violent behaviour an offence send a message to society that 
it is not acceptable. While nearly all governments around the world have laws against 
most forms of homicide, recently more governments have begun to enact and implement 
laws against non-lethal intimate partner violence.

More rigorous evaluations of interventions that address social norms are needed.

Studies that evaluate the effectiveness of interventions that challenge norms supportive 
of violence are rare. Rigorous evaluations of such interventions are feasible, but they 
face a number of challenges, including clearly isolating the effects of the interventions 
from possible confounding factors and poor understanding of the mechanisms underlying 
changes in cultural and social norms.
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1.	Introduction

prevent violent behaviour. Although widely used, 
they have rarely been evaluated. Given the current 
weak evidence base, it is premature to review their 
effectiveness. The aim of this briefing, therefore, is 
to encourage increased efforts to implement and 
evaluate well-designed interventions that chal-
lenge cultural and social norms which support vio-
lence. Accordingly, this briefing: 

•	 Defines cultural and social norms and illus-
trates how they support violence; 

•	 Provides examples of interventions that seek 
to alter these norms; and

•	 Identifies the main challenges faced by eval-
uations of the effectiveness of such interven-
tions. 

Cultural and social norms are highly influential in 
shaping individual behaviour, including the use of 
violence. Norms can protect against violence, but 
they can also support and encourage the use of it. 
For instance, cultural acceptance of violence, ei-
ther as a normal method of resolving conflict or as 
a usual part of rearing a child, is a risk factor for 
all types of interpersonal violence (1). It may also 
help explain why countries experiencing high levels 
of one type of violence also experience increased 
levels of other types (2). Social tolerance of violent 
behaviour is likely learned in childhood, through 
the use of corporal punishment (2) or witnessing 
violence in the family (3,4), in the media (5) or in 
other settings. 

Interventions that challenge cultural and social 
norms supportive of violence can help reduce and 

Changing cultural and social norms that support violence
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2.	Cultural and social norms  
	 that support violence

including sexual violence, as a private affair hin-
ders outside intervention and prevents those af-
fected from speaking out and gaining support (11). 
In many societies, victims of sexual violence also 
feel stigmatized, which inhibits reporting (12). 

Additionally, strong evidence of an association 
between alcohol consumption and violent behav-
iour means that cultural and social norms around 
alcohol use and its expected effects can also en-
courage and justify violent acts. In a number of 
countries, harmful alcohol use is estimated to be 
responsible for 26% of male and 16% of female 
disability-adjusted life-years (DALYs1) lost as a re-
sult of homicide (13). Societies that tolerate higher 
rates of acute alcohol intoxication report stronger 
relationships between alcohol use and violence 
than those where drinking occurs more moderately 
(14). Furthermore, alcohol-related violence is con-
sidered more likely in cultures where many believe 
that alcohol plays a positive role by helping people 
to shed their inhibitions (15). Here, alcohol can be 
used as a justification for violent behaviour, or con-
sumed to fuel the courage needed to commit vio-
lent crimes. Interventions that tackle the cultural 
and social norms underlying risky drinking behav-
iour and social expectations surrounding alcohol 
can help in preventing violence (16,17). For more in-
formation on the relationship between alcohol and 
violence, see the briefing in this series on prevent-
ing violence by reducing the availability and misuse 
of alcohol. 

Cultural and social norms are rules or expectations 
of behaviour within a specific cultural or social 
group. Often unspoken, these norms offer social 
standards of appropriate and inappropriate be-
haviour, governing what is (and is not) acceptable 
and co-ordinating our interactions with others (6). 
Cultural and social norms persist within society be-
cause of individuals’ preference to conform, given 
the expectation that others will also conform (7). 
A variety of external and internal pressures are 
thought to maintain cultural and social norms (6). 
Thus, individuals are discouraged from violating 
norms by the threat of social disapproval or pun-
ishment and feelings of guilt and shame that result 
from the internalization of norms.

Cultural and social norms do not necessarily 
correspond with an individual’s attitudes (positive 
or negative feelings towards an object or idea) and 
beliefs (perceptions that certain premises are true), 
although they may influence these attitudes and 
beliefs if norms becomes internalized. Cultural and 
social norms also vary widely; so, behaviour ac-
ceptable to one social group, gang or culture may 
not be tolerated in another.

Different cultural and social norms support dif-
ferent types of violence, as illustrated in Box 1. For 
instance, traditional beliefs that men have a right 
to control or discipline women through physical 
means makes women vulnerable to violence by inti-
mate partners (8,9) and places girls at risk of sexual 
abuse (10). Equally, cultural acceptance of violence, 

1	 A DALY is a measure of the impact of illness, disability and 
mortality on population health.
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Box 1

Cultural and social norms supporting different types of violence

Child maltreatment
L	 Female children are valued less in society than males (e.g. Peru [18], where female children are 
considered to have less social and economic potential).

L	 Children have a low status in society and within the family (e.g. Guatemala [19]).

L	 Physical punishment is an acceptable or normal part of rearing a child (e.g. Turkey [20], Ethiopia [21]). 

L	 Communities adhere to harmful traditional cultural practices such as genital mutilation (e.g. Nigeria 
[22], Sudan [23]) or child marriage (24).

Intimate partner violence 
L	 A man has a right to assert power over a woman and is socially superior (e.g. India [8], Nigeria [9], 
Ghana [25]).

L	 A man has a right to “correct” or discipline female behaviour (e.g. India [26], Nigeria [27], China [28]).

L	 A woman’s freedom should be restricted (e.g. Pakistan [29]).

L	 Physical violence is an acceptable way to resolve conflicts within a relationship (e.g. South Africa [30], 
China [28]).

L	 A woman is responsible for making a marriage work (e.g. Israel [31]).

L	 Intimate partner violence is a taboo subject (e.g. South Africa [32]) and reporting abuse is disrespectful 
(Nigeria [9]).

L	 Divorce is shameful (e.g. Pakistan [11]).

L	 When a dowry (financial payment from the bride’s family to the husband) or bridewealth (financial 
payment from the husband to the bride’s family) is an expected part of marriage (e.g. Nigeria [27], India 
[33]), violence can occur either because financial demands are not met, or because bridewealth becomes 
synonymous with purchasing and thus owning a wife.

L	 A man’s honour is linked to a woman’s sexual behaviour. Here, any deviation from sexual norms 
disgraces the entire family, which can then lead to honour killings (e.g. Jordan [34,35]).

Suicide and self-harm 
L	 Mental health problems are embarrassing and shameful, deterring individuals from seeking help (e.g. 
Australia [36], Brazil [37]).

L	 Individuals in different social groups within society are not tolerated – e.g. homosexuals (Japan [38]).

Sexual violence 
L	 Sex is a man’s right in marriage (e.g. Pakistan [11]). 

L	 Girls are responsible for controlling a man’s sexual urges (e.g. South Africa [10,39]). 

L	 Sexual violence is an acceptable way of putting women in their place or punishing them (e.g. South 
Africa [10]). 

L	 Sexual activity (including rape) is a marker of masculinity (e.g. South Africa [39]). 

L	 Sex and sexuality are taboo subjects (e.g. Pakistan [11]).

L	 Sexual violence such as rape is shameful for the victim, which prevents disclosure (e.g. the United States 
[12]).

Youth violence 
L	 Reporting youth violence or bullying is unacceptable (the United Kingdom [40]).

L	 Violence is an acceptable way of resolving conflict (the United States of America [41]). 

Community violence 
L	 Cultural intolerance, intense dislike and stereotyping of “different” groups within society (e.g. 
nationalities, ethnicities, homosexuals) can contribute to violent or aggressive behaviour towards others 
(e.g. xenophobic or racist violence [42] and homophobic violence [43]).

Changing cultural and social norms that support violence
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3.	Challenging norms 
	 supportive of violence: 
	 examples of interventions

violence and sexual abuse among teenagers and 
young adults that incorporate components to change 
cultural and social norms. These norms include gen-
der stereotypes, beliefs about masculinity and ag-
gression or violence and ideas that violence within 
an intimate or dating relationship is normal. Some 
initiatives deal specifically with male peer groups, 
for example, Men of Strength clubs (44); others tar-
get both men and women, for example, Men Against 
Violence (45) and Mentors in Violence Prevention 
(46). Such programmes acknowledge the strong in-
fluence that young adults can have on each others’ 
behaviour and the social pressures of masculinity 
that equate male power and status with violence. By 
raising awareness of dating violence and reinforcing 
shared norms supportive of non-violent behaviour, 
they encourage the role of young adults as allies or 
protectors of their peers against dating and sexual 
violence. Furthermore, it is assumed that by chal-
lenging and intervening in violent acts, young peo-
ple will indicate to their peers that such behaviour 

Interventions that challenge cultural and social 
norms supportive of violence are often integrated 
with other approaches. The examples described 
here, however, are limited to those interventions 
which exclusively or primarily aim to change cultural 
and social norms to prevent violence. Although not 
all of them have been evaluated, these examples 
are presented to help gain a better understand-
ing of this approach to violence prevention. Box 2 
sets out the concepts behind the social norms ap-
proach, one of the more prominent frameworks for 
such interventions. A particular challenge for any 
intervention addressing cultural or social norms is 
accommodating groups with different norms from 
the broader population. Interventions often need 
to be tailored to these sub-groups, rather than ad-
dressing the population as a whole.

3.1	 Intimate partner and sexual violence
In the United States and other developed countries, 
initiatives have been developed to reduce dating  

Box 2

Social norms approach
The social norms approach to health promotion assumes that people have mistaken perceptions of the 
attitudes and behaviour of others. Prevalence of risky behaviour (e.g. heavy alcohol use and tolerance of 
violent behaviour) is usually overestimated, while protective behaviours are normally underestimated. This 
affects individual behaviour in two ways: by justifying and increasing the prevalence of risky behaviour, 
and by increasing the likelihood of an individual remaining silent about any discomfort caused by such 
behaviour (thereby reinforcing social tolerance of it). The social norms approach seeks to correct these 
misperceptions by giving people a more realistic sense of actual behavioural norms, thereby reducing risky 
behaviour. The theory has been applied widely in the United States to reduce excessive drinking among 
college students and has been associated with decreased alcohol misuse and smoking (47,48). Social norms 
approaches have also reported some success in changing the attitudes of male peer groups towards risky 
sexual behaviours (see section on intimate partner and sexual violence). Misperceptions about attitudes 
towards violent behaviour have also been documented for bullying (49), suggesting that social norms 
approaches could reduce this form of violence.
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is unacceptable. Unfortunately, the effectiveness of 
these programmes for preventing violent behaviour 
has yet to be well evaluated. 

The social norms approach, described in Box 2, 
has been used to address sexual violence among 
college students in the United States. Among these 
students, men are thought to underestimate the 
importance that most men and women place on 
sexual consent, and the willingness of most men 
to intervene against sexual assault (50). Although 
evidence is limited, some positive results have 
been reported. For instance, in one university, a 
project named A Man Respects a Woman aimed to 
reduce sexual assaults against women, increase 
accurate perceptions of non-coercive sexual behav-
iour norms and reduce self-reported coercive be-
haviours by men. The project used a social norms 
marketing campaign targeting men, a theatre pres-
entation addressing socialization and male peer-
to-peer education to convey the following positive 
findings of a student survey: 

•	 A man respects a woman: nine out of ten men 
stop the first time their date says “no” to sex-
ual activity;

•	 A man always prevents manipulation: three 
out of four men think it is not acceptable to 
pressure a date to drink alcohol to improve 
their chances of getting their date to have 
sex;

•	 A man talks before romance: most men be-
lieve talking about sex does not ruin the ro-
mance of the moment, and it can confirm that 
you have consent.

For the social marketing campaign, posters and fly-
ers were designed by and pre-tested with students 
at the university, to ensure the messages would re-
ceive positive responses. Evaluation of the campaign 
two years after implementation found that men had 
become more accurate in their perceptions of other 
men’s behaviour and reported more positive behav-
iour and attitudes themselves. For instance, propor-
tionately fewer men believed that the average male 
student has sex when his partner is intoxicated; will 
not stop sexual activity when asked to if he is already 
sexually aroused; and, when wanting to touch some-
one sexually, tries and sees how his date reacts. The 
evaluation found, however, an increase in the pro-
portion of men indicating they have sex when their 
partner is intoxicated (51).

University campaigns in the United States have 
also highlighted the role of bystanders in prevent-
ing sexually abusive acts – an alternative to tar-

geting perpetrators or victims of violence. These 
campaigns address norms that support or tolerate 
coercion within relationships and encourage both 
males and females to speak out against sexual 
abuse and to help those in trouble. For instance, a 
poster campaign at one university used this mes-
sage: “Know your power. Step in, speak up. You 
can make a difference”. A series of posters was 
widely displayed for four weeks on campus and 
nearby, depicting different scenarios: for instance, 
a man leading a drunk woman upstairs at a house 
party. Each poster also showed safe bystander 
behaviour to intervene and prevent sexual abuse: 
for instance, friends planning to stop the man from 
taking the woman upstairs. Although there was no 
baseline test for comparison, an evaluation of the 
campaign reported that participants who saw the 
posters exhibited greater awareness of sexual as-
sault, and greater willingness to participate in ac-
tions aimed at reducing sexual violence, compared 
to those who did not see the posters (52). 

In Western Australia, the Freedom from Fear 
campaign targeted male perpetrators (and potential 
perpetrators) of domestic violence. Preliminary re-
search with male perpetrators found that campaign 
messages such as “real men don’t hit women” and 
“your mates will reject you”, or those highlighting 
the consequences of domestic violence on their 
partner, would be ineffective. However, those that 
conveyed the damaging effect that intimate part-
ner violence had on their children were found to 
be powerful, and were consequently given promi-
nence in the campaign. The messages called upon 
men to accept responsibility for their behaviour and 
take action to end the abuse (53). It used television, 
radio and other media, and was accompanied by a 
helpline for men to receive counselling, advice and 
information. Evaluation of the campaign five years 
after implementation found a smaller proportion of 
men reporting emotional abuse of their partners 
than before the campaign. Furthermore, there was 
a significant reduction in the proportion of women 
who reported “being yelled at” and “being threat-
ened with being hit” (54).

Another promising campaign, Choose Respect, 
is a national initiative developed by the United 
States Centers for Disease Control and Prevention 
to address cultural and social norms governing re-
lationships and partner violence. It aims to motivate 
adolescents to challenge harmful beliefs about dat-
ing abuse and take steps to form healthy, respect-
ful relationships and prevent dating abuse before 
it starts. Research to inform the initiative showed 

Changing cultural and social norms that support violence
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most adolescents have positive, healthy attitudes 
about their relationships with others. Choose Re-
spect seeks to reinforce and sustain these positive 
attitudes among adolescents as they get older and 
begin to enter dating relationships by: 

•	 Encouraging adolescents, parents, caregiv-
ers and teachers to choose to treat them-
selves and others with respect; 

•	 Creating opportunities for adolescents and 
parents to learn positive forms of behaviour 
for relationships; 

•	 Increasing adolescents’ ability to recognize 
and prevent unhealthy, violent relationships; 
and

•	 Promoting ways for a variety of audiences to 
get information and other tools to prevent 
dating abuse.

Choose Respect targets 11 to 14-years-olds, an age 
group whose members are still forming attitudes 
and beliefs that will affect how they are treated and 
treat others. The initiative also engages parents, 
teachers, youth leaders and other caregivers who 
influence the lives of young teens. Its messages 
are disseminated via materials such as electronic 
postcards (eCards), posters, bookmarks, pocket 
guides, online games and quizzes, television and 
radio spots and activities that encourage youth to 
choose respect. Launched nationally in May 2006, 
Choose Respect was implemented as an integrated 
communications effort in ten major cities in the 
United States (55).

To highlight social issues, including intimate 
partner violence, date rape and sexual harassment, 
Soul City in South Africa used television (through 
a soap opera series), radio and printed materi-
als (i.e. edutainment, see Box 3). The series was 
accompanied by information booklets that were 
distributed nationally. An evaluation of the fourth 
series, which focused on intimate partner violence, 
used a random sample of the national population 
and conducted interviews before and after the in-
tervention (eight month interval). Participants re-
ported a decrease in their acceptance of intimate 
partner violence and an increase in the belief that 
communities can play a role in preventing intimate 
partner violence following the series. For instance, 
there was an increase from baseline to evaluation 
eight months later in the belief that “my community 
feels that violence between a man and a woman is 
not a private affair”. The intervention was thought 
to facilitate community co-operation, public discus-
sion and action on intimate partner violence. While 

the evaluation did not include measurements of vi-
olent behaviour, there were some positive changes 
in attitudes towards intimate partner violence. For 
instance, the number of people agreeing with the 
statement “no woman ever deserves to be beaten” 
increased, as did the percentage disagreeing with 
the assertion “women who are abused are expected 
to put up with it” (56). While it is not known whether 
these changes would have occurred without the in-
tervention (there was no comparison group), higher 
exposure to the intervention was associated with 
more positive attitudinal changes. 

Another programme that used edutainment is 
Nicaragua’s Somos Diferentes, Somos Iguales (We 
are Different, We are Equal), which aimed primarily 
to prevent HIV infection. The programme also ad-
dressed related topics such as gender-based vio-
lence, aiming to empower women and young people 
and to promote women’s rights and gender equal-
ity. It used a national weekly soap opera television 
series (Sexto Sentido [Sixth Sense]); a nightly radio 
talk show, in which callers could discuss the issues 
raised by the television series; and community-
based activities such as youth leadership train-
ing. An evaluation of the project used a sample of 
13–24-year-old Nicaraguan youths and surveyed 
them over a period of two years. Although there 
was no comparison group, exposure to the pro-
gramme was associated with greater acceptance of 
gender equality as a social norm (57). The study did 
not measure changes in violent behaviour. 

3.2	 Youth violence 
In the United States, an anti-violence intervention 
called Resolve It, Solve It consisted of a commu-
nity media campaign for youths from small towns, 
led by high-school students who served as peer 
models (58). Students helped develop campaign 
media such as professionally printed materials and 
radio and television advertisements with three key 
themes: respect for individual differences, conflict 
resolution and prevention of bullying. The cam-
paign ran for a year and included presentations 
to school children in classrooms and assemblies, 
and inclusion of a wider audience via community 
events. A randomized controlled trial of the cam-
paign conducted in communities in five different 
states showed mixed results. A few months after 
the intervention, students reported a greater de-
cline in their use of physical violence compared 
to controls, but there were no differences in their 
use of verbal aggression. Additionally, compared to 
controls, participants reported a larger decline in 
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being verbally, but not physically victimized. How-
ever, effects differed by sex (58).

3.3	 Laws and policies
Legislation can be a key tool in changing behav-
iour and perceptions of cultural and social norms. 
Laws and policies that make violent behaviour an 
offence send a message to society that it is not 
acceptable. Countries differ in the laws applied to 
violent behaviour. While nearly all countries have 
laws that criminalize most forms of homicide, only 
some countries have laws in place to protect wom-
en from intimate partner violence, or children from 
caregiver maltreatment. However, there has been 
a recent move internationally towards the enact-
ment and implementation of such laws; particu-

larly for intimate partner violence where there has 
been increased international activity to promote 
women’s rights. For example, laws on domestic 
violence have recently been implemented in Brazil 
(2006), Ghana (2007), India (2006) and Zimbabwe 
(2006). Confounding factors make it difficult to 
evaluate the effects of laws and policies on cultural 
and social norms and violent behaviour (but see 
Box 4). Furthermore, the introduction of legislation 
that makes violent behaviour a criminal offence in-
creases rates of reported violence, making trends 
from official statistics difficult to interpret. Finally, 
although the implementation of laws may have an 
effect on behaviour through fear of punishment, 
changes in deeply held beliefs that justify such be-
haviour may take far longer to occur. 

Box 3

Mass media interventions 
Mass media campaigns convey messages about healthy behaviour to broad populations via television, 
radio, the Internet, newspapers, magazines and other printed materials. They increase the amount of 
information available on a topic and may reduce undesirable behaviour. Media campaigns use different 
strategies to change cultural and social norms. For instance, they can provide information to correct 
misperceptions about norms (social norms approach, Box 2), or attach a social stigma to unwanted 
behaviour. While campaigns usually focus on the negative consequences of violence, they may also make 
positive appeals – for example, promoting parenting styles that contribute to a happier family life (59).

Mass media approaches help to keep health issues on social and political agendas, legitimize community 
interventions and act as a catalyst for other initiatives (60). While they intend to modify individual 
behaviour directly through informative messages, media campaigns can also affect behaviour indirectly 
by stimulating changes in perceptions of social or cultural norms through social interaction (60). Here, a 
change in perception of norms provides additional motivation for a change in individual behaviour (61). 
Some mass media approaches use education entertainment methods (edutainment), which seek to impart 
knowledge and bring about social change through television soap operas and other popular forms of 
entertainment. By achieving strong audience identification with television characters who are positive role 
models, edutainment can contribute to help improve cultural and social norms. 

Mass media campaigns have been successfully employed to address a wide range of health attitudes and 
behaviour (62), such as eating healthily and exercising (63), stopping smoking (64), practising safe sex 
(65), reducing alcohol consumption (66) and reducing drink-driving (67). A meta-analysis of 48 health-
behaviour campaigns reported that on average, 9% more people exhibited a healthy form of behaviour 
following a campaign than before (62). Mass media campaigns have also been used to address violence. 
Few studies, however, have evaluated their effectiveness at reducing violence. By contrast, many studies 
have examined the effectiveness of other campaigns to promote healthy behaviour. 

Among the factors that seem to contribute to the success of mass media campaigns are messages about 
legal penalties for non-compliant behaviour, fresh information (i.e. a new recommended behaviour to 
solve a health problem) and reaching a large proportion of the intended audience (62). In addition, 
success is more likely if messages are tailored to audiences using social marketing principles and creating 
a supportive environment that enables the intended audience to make changes – e.g. by mobilizing 
communities in support of the campaign (68). To develop effective campaigns, it is also important to use 
research, such as interviews with key stakeholders and focus groups with members of the target audience, 
to determine existing attitudes and beliefs and ways of motivating people to change their behaviour (69). 
Campaign messages should also be pre-tested among target audiences to ensure they are understood 
correctly and to minimize any unintended negative effects on other audiences (69). 

Changing cultural and social norms that support violence
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Box 4

Banning corporal punishment
In 1979, Sweden introduced legislation to abolish all physical punishment of children by caregivers. 
The ban aimed, in part, to challenge a common attitude that corporal punishment was a normal part 
of rearing a child and establish a new social norm: that physical punishment was unacceptable. While 
the direct impact of the ban is difficult to determine, a variety of evidence suggests that attitudes 
towards corporal punishment and levels of physical violence towards children changed following its 
implementation (70,71). For instance, a study conducted 30 years after the ban came into effect revealed 
that public support for corporal punishment declined from 53% in 1965 to 11% in 1994 (70). Of Swedish 
children born in the 1950s, nearly all were struck by their mothers before the age of four. However, among 
those born in the late 1980s, only 14% had ever been struck by their mothers (71). Furthermore, in 1965, 
half of the Swedish population believed physical punishment was necessary in rearing a child, but in the 
mid-1990s, only 11% of the population were “positively inclined” towards even mild forms of physical 
punishment (71). Reports of assaults against children did increase between 1981 and 1996, but this may 
have reflected the public’s greater willingness to report less severe forms of violence (72). It remains 
unclear, however, how much of the shift in norms and behaviour can be attributed to the legislation. 
Some observers note that Swedish attitudes towards corporal punishment had been steadily changing for 
years before the ban was introduced and may have prompted the change in legislation (73).
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4.	Challenges of evaluating  
	 effectiveness

Although interventions to alter cultural and social 
norms are among the most visible violence preven-
tion strategies, they are seldom rigorously evalu-
ated. By contrast, interventions to alter norms 
related to other public health issues such as smok-
ing, drink-driving and alcohol abuse have been 
subject to many thorough evaluations, including 
meta-analyses. 

Rigorous evaluations of interventions to change 
cultural and social norms supportive of violence 
are, however, feasible – as indicated by the exam-
ples described in this briefing – but they face the 
following challenges: 

•	 Confounding factors: Often cultural and so-
cial norms interventions are integrated with 
other strategies, such as training in conflict 
resolution skills, role modelling or commu-
nity-based activities (e.g. micro-loans). This 
makes it difficult to isolate the independent 
effects of interventions for changing norms 
related to violence. 

•	 Actual violence is rarely used as an out-
come measure: Even where evaluations have 
been undertaken, these frequently measure 

changes in attitudes and norms rather than 
violent behaviours. Future evaluations of 
cultural and social norm interventions aimed 
at preventing violence should use actual vio-
lence as an outcome measure. 

•	 Difficulty selecting equivalent comparison 
groups: When evaluating norms interven-
tions that target large groups or whole popu-
lations – mass media campaigns, for example 
– it is often difficult, or impossible, to have a 
control group that is equivalent in all impor-
tant respects to the group receiving the inter-
vention. This limits the certainty with which 
evaluators can attribute changes in levels of 
violence to the intervention. 

•	 Mechanisms not understood: How such in-
terventions work remains poorly understood 
with few studies exploring the underlying 
mechanisms through which altering social 
and cultural norms changes behaviour. Even 
definitions of key terms such as cultural, so-
cial, norms, beliefs, and attitudes still require 
clarification and consensus. 

Changing cultural and social norms that support violence
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5.	Summary

Violent behaviour is strongly influenced by cultural 
and social norms; so efforts to prevent violence 
must consider how social pressures and expecta-
tions influence individual behaviour. Interventions 
that attempt to alter cultural and social norms to 
prevent violence are among the most widespread 
and prominent. Rarely, however, are they thorough-
ly evaluated, making it currently difficult to assess 
their effectiveness. Rigorous scientific evaluations 
of interventions that address norms supportive 
of violence present particular, but surmountable, 
challenges, which partly explain their scarcity. Nev-
ertheless, a number of positive results have been 
reported. 

Although the effect of mass media interventions, 
aimed at whole societies, on levels of violent be-
haviour have seldom been evaluated, their success 
in addressing other public health issues (smoking, 
and drink-driving, for instance) suggests they have 
a critical role to play in the prevention of violence. 
Furthermore, edutainment initiatives, such as Soul 
City in South Africa, have shown promise in chang-
ing cultural and social norms and attitudes associ-
ated with violent behaviour. While it is difficult to 
ascertain the effectiveness of laws and policies in 
changing social attitudes, legislation that is en-
forced can send clear messages to society that vio-
lent behaviour is not acceptable.
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7.
Reducing violence through  

victim identification, care and 
support programmes



Overview
Protecting health and breaking cycles of violence 

In addition to physical injury, violence can lead to life-long mental and physical health 
problems, social and occupational impairment and increased risk of being a victim and/
or perpetrator of further violence. Interventions to identify victims of interpersonal 
violence and provide effective care and support are, therefore, critical for protecting 
health and breaking cycles of violence from one generation to the next. Evidence for 
such interventions is currently promising but remains limited in two respects: first, most 
of it comes from the United States and other developed countries and, second, there is 
insufficient research on long-term effects. 

A range of interventions can help identify victims and initiate a response

Screening tools appear promising to identify victims of intimate partner violence and elder 
abuse. Violence education programmes can raise awareness of violence and increase 
knowledge of how to identify and support victims. Mandatory reporting systems, however, 
although established in many countries, remain controversial. In England and Wales, 
multi-agency risk assessment systems enable staff in a range of services to identify high-
risk victims of intimate partner violence and better plan a support strategy.

Advocacy services, sexual assault nurse examiner programmes and  
women’s shelters 

Advocacy programmes – which offer services such as advice, counselling, safety planning 
and referral to other agencies – can increase victims’ safety behaviours and reduce further 
harm. Sexual assault nurse examiner programmes show promise in improving victim care 
and support and facilitating prosecution of perpetrators. Evidence of the effectiveness of 
women’s shelters for reducing intimate partner revictimization is currently insufficient. 

Helplines and psychosocial interventions 

Limited evidence suggests that helplines can help decrease callers’ distress and sense 
of hopelessness. Some psychosocial interventions such as trauma-focused cognitive 
behavioural therapy have been found to reduce mental health problems, such as post-
traumatic stress disorder, associated with violence. 

Criminal justice system measures to care for and support victims of violence

Protection orders, which prohibit a perpetrator from contacting the victim, can help reduce 
revictimization among victims of intimate partner violence. Special courtroom measures, 
such as giving evidence by live video link or using an intermediary for questioning, have 
been shown to improve victims’ experience of court. Specialist courts, which aim to 
improve coordination between the criminal justice and social service agencies, have been 
found, for instance, to increase arrests, guilty pleas and conviction rates. 
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1.	Introduction 

1)	 Measures to identify and respond to victims of 
interpersonal violence: 
•	 Screening tools; 
•	 Education programmes on violence and vic-

tim identification; 
•	 Mandatory reporting systems; and 
•	 Multi-agency risk assessment and response. 

2)	 Care and support programmes for victims of 
interpersonal violence:
•	 Advocacy programmes; 
•	 Sexual assault or forensic nurse examiner 

programmes; 
•	 Women’s shelters; 
•	 Helplines; 
•	 Psychosocial interventions; 
•	 Protection orders; and
•	 Special courtroom measures, specialist courts 

and police stations that exclusively cater to 
women. 

Few rigorously evaluated studies have examined 
victim identification, care and and support pro-
grammes, and most evidence has been generated 
in developed countries, particularly the United 
States of America. Interventions to identify, care 
for and support victims of violence covered here 
should be seen as part of broader strategies that 
seek not only to support victims, but also to alter 
the individual, relationship, community and soci-
etal factors that promote or prevent violence. 

Internationally, over half a million people die from 
interpersonal violence each year (1) and millions 
more are victims of non-fatal violence. In 2004, 
violence was one of the top 20 causes of death 
and disability globally (2). For many forms of vio-
lence, such as intimate partner violence and child 
maltreatment, victims can suffer repeatedly and 
for many years without such abuse coming to the 
attention of authorities (3). In addition to physi-
cal injury, violence can have life-long health and 
psycho-social consequences. These include men-
tal health problems; physical health problems, 
such as cardio-vascular disease and cancer due 
to the adoption of health risk behaviours such as 
smoking and harmful use of alcohol as a means of 
coping with child maltreatment in particular; and 
impaired social and occupational functioning. The 
burden of violence can extend to families, friends 
and public services that deal with the ongoing  
impacts of violence (e.g. criminal justice agencies 
and health, social and welfare services). Being a 
victim1 of violence can also increase an individual’s 
risk of further abuse and of becoming a perpetrator 
of violence (1). Identifying, caring for and support-
ing victims of violence through the use of evidence-
based initiatives is thus crucial in protecting health 
and breaking cycles of violence. This document out-
lines evidence of the effectiveness of interventions 
to identify, care for and support victims of interper-
sonal violence. The area of pre-hospital and emer-
gency medical care is not covered by this document 
since it is already addressed by three WHO guide-
lines (4–6). It covers the following:

1	 Witnessing violence can have severe impacts on health and 
wellbeing and thus witnesses of violence also require identi-
fication, care and support.

Reducing violence through victim identification, care and support programmes
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2.	Measures to identify 
	 and respond to victims of 
	 interpersonal violence

settings, most commonly for identifying victims of 
intimate partner violence and child maltreatment. 
The tools generally consist of a series of questions 
about a person’s current relationships and their 
experience of physical, sexual and emotional vio-
lence. Evidence suggests that screening by health 
care providers can be effective in facilitating the 
disclosure of intimate partner violence and thus im-
proving identification levels (18–21). For example, 
a study in a Canadian emergency department com-
pared the use of a five question screening tool for 
intimate partner violence with routine emergency 
care, and found that the tool increased detection 
rates from less than 1% of female patients to 14% 
(20).

While screening for violence within healthcare 
settings is widely promoted, there is little evidence 
on its sustainability or effectiveness in helping to re-
duce violence. A systematic review of studies explor-
ing screening for victims of intimate partner violence 
in healthcare settings found that modest improve-
ments were made in identification of victims. How-
ever, there was no evidence that improvements in 
identification were sustained beyond initial imple-
mentation (17). Another systematic review found that 
while screening in emergency departments can be 
effective in improving victim identification, there are 
a number of barriers to introducing and sustaining 
this routinely. These include inadequate knowledge 
and skills among staff, lack of privacy or after hours 
services within emergency department settings and 
lack of staff ownership and acceptance of the ques-
tions posed (19). 

Screening for victims of violence can be imple-
mented universally (i.e. with all patients) or targeted 
at patients considered to be at-risk (e.g. presenting 
with physical injuries [22,23], depression, anxiety 
or sexual health problems). It has been suggested 

A large proportion of interpersonal violence is 
unreported to criminal justice agencies, often be-
cause individuals fear stigma (e.g. from family and 
friends) or retribution from abusers for revealing 
their abuse (7,8). However, violence often leads to 
physical injury and a range of emotional and social 
problems, which can bring victims into contact with 
health and other services (e.g. primary care, emer-
gency departments, mental health services) (9,10). 
Consequently, such settings provide an opportunity 
to identify victims of violence, provide support and 
refer them appropriately (11–13). However, a range 
of obstacles can prevent agencies from identifying 
and supporting victims of violence. For staff work-
ing in healthcare settings, for example, these can 
include lack of education; time constraints; stere-
otyping; fear of offending the patient; fear of accus-
ing the perpetrator; powerlessness, and feelings 
of hopelessness and frustration; lack of screening 
routines; and a lack of perceived responsibility (14–
16). In addition, many victims will not disclose their 
situation unless they are directly asked. Therefore, 
health and other professionals require the informa-
tion, knowledge and skills to ensure that they can 
recognize victims of violence and respond to their 
needs. 

2.1	 Screening tools to identify victims  
	 of violence
Screening is a process used to identify people at risk 
of a disease or condition, who may otherwise re-
main undetected. For victims of violence, screening 
aims to increase identification, lead to appropriate 
interventions and support and decrease subse-
quent exposure to violence and related problems 
(17). A range of screening tools have been devel-
oped for use in settings such as emergency depart-
ments, pre-natal services and mental health care 
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that routine screening is more beneficial than tar-
geted screening as it increases the potential of 
victim identification among all patients (including 
those with symptoms not overtly associated with 
violence) (19). A study in the United States found 
that while the majority of abused and non-abused 
women attending emergency departments sup-
ported routine screening, those who had suffered 
abuse were less supportive (26). Limited resources 
may mean routine screening is not possible and 
that identified victims are not offered subsequent 
support. Consequently, the choice of whether or 
not to screen and, if so, the screening method used 
must be made in light of available resources.

There is little evidence examining the effective-
ness of screening for other types of violence (e.g. 
elder abuse, youth violence, child maltreatment). In 
the United Kingdom, the introduction of a reminder 
flowchart to improve detection of child maltreat-
ment for staff in an emergency department found 
that it increased staff awareness, consideration and 
documentation of intentional injury (27). However, 
evidence from systematic reviews suggests that 
screening for child maltreatment can result in high 

levels of false-positives and consequently should 
not be recommended (28,29). Further, all studies 
meeting quality criteria for these reviews assessed 
tools directed at parents. This can create reliability 
problems as information may be obtained directly 
from the perpetrator (1). For elder abuse, it has 
been recommended that public health care workers 
screen for abuse as a necessary first step in a chain 
of interventions. However, the implementation of 
screening should take place within an interdiscipli-
nary framework and be accompanied by ongoing 
research, evaluation and capacity building (30). 

The benefits of screening tools may only be re-
alised if they are complemented by protocols that 
incorporate victim identification and support into 
routine practice (11,31). For example, in the United 
States, a pre- and post-test controlled study ex-
plored the effectiveness of having an abuse as-
sessment protocol in prenatal clinics. During the 
15 months following the introduction of the proto-
col, an audit of patient charts found that 88% of 
patients in the intervention clinics had been as-
sessed. Furthermore, detection of abuse increased 
from under 1% to 7% of patients in the intervention 

Box 1

Screening tools for intimate partner violence in health care settings
Some of the more commonly used screening tools include the Abuse Assessment Screen; Hurt, Insulted, 
Threatened with harm and Screamed at (HITS); Indicators of Abuse Screen; Ongoing Violence Assessment 
Tool (OVAT); Partner Violence Screen (PVS); Slapped, Threatened or Thrown scale; Woman Abuse 
Screening Tool (WAST); and Women’s Experience with Battering scale (WEB). 

A systematic review of research on screening tools for intimate partner violence in health care settings 
identified a number of valid and reliable tools for use in these environments (20). The HITS screening 
tool was found to show the greatest diagnostic accuracy, concurrent validity and reliability compared to a 
range of other screening tools (e.g. OVAT, PVS, WAST, WEB).

The HITS screening tool was developed in the United States for use by family physicians to identify victims 
of verbal abuse and physical violence (24). The tool consists of four questions developed by a group of 
family physicians and includes:

L	 How often does your partner physically hurt you?

L	 How often does your partner insult you or talk down to you?

L	 How often does your partner threaten you with harm? 

L	 How often does your partner scream or curse at you?

Patients answer each of the four questions using a five-point scale from never [1] to frequently [5]. Scores 
are summed; a score of 10 plus suggests the patient is abused. 

However, another systematic review concluded that the evidence base is currently too limited to allow any 
particular screening tool to be recommended (25). Furthermore, with the number of questions asked in 
screening tools varying, particular tools may only be suitable in certain health care settings where there is 
adequate time and privacy for victims to answer questions (26). Also, there is some debate about whether 
presenting such screening tools in writing (using either a paper-based form or computer entry) or in face-
to-face questioning is best.

Reducing violence through victim identification, care and support programmes



116 Violence prevention: the evidence

clinics; there were no changes in the comparison 
clinics (32). Adequate auditing, training and sup-
port are required to ensure such protocols are  
followed (31,33). 

2.2	 Education programmes on violence and 	
	 victim identification 
A lack of violence-related education among health-
care staff can be a barrier to the recognition, identi-
fication and support of victims of abuse (14,34–36). 
A range of training programmes have been devel-
oped for health care staff to aid their understanding 
of violence and increase victim identification and 
subsequent support and referral (37). These cover 
topics such as improving staff knowledge on issues 
surrounding violence including its extent, impacts 
and risk factors; reasons why victims may not re-
port their abuse and staff competence in screening; 
documenting evidence; assessing victim safety; 
and referring victims for appropriate support. 

Evaluations of two such programmes that  
focused on the education of health care profession-
als about intimate partner violence (38,39) sug-
gest that training can improve knowledge of, and 
attitudes towards, screening for intimate partner 
violence (41–44), as well as perceived self-efficacy 
in supporting victims (37). 

Although fewer studies have examined the ef-
fectiveness of education programmes in tackling 
other types of violence (e.g. child maltreatment and 
elder abuse), some positive results have been re-
ported. For instance, child maltreatment education 
can increase knowledge, appropriate attitudes and 
perceived self-competency to manage child abuse 
cases among medical staff immediately after train-
ing (37). Longer term outcomes have generally not 
been measured. Rigorous studies on the effective-
ness of education on managing elder abuse are 
lacking. However, such interventions can improve 
knowledge and level of comfort in handling elder 
abuse and neglect (37). 

Outside the healthcare sector, organizations 
such as the police and specialized non-governmen-
tal organizations (e.g. Victim Support in the United 
Kingdom) can also provide training to staff and 
volunteers. Specific agency guidance for support-
ing victims has also been developed. For example, 
in Uganda, a handbook for police on responding 
to intimate partner violence provides information 
on the issue, along with risk assessment forms, 
interview guides and practical examples of how to  
support victims (40). There is little research availa-

ble on how such measures impact on levels or qual-
ity of support provided to victims or victimization. 

2.3	 Mandatory reporting
Some countries (e.g. Australia, Canada, England, 
South Africa and the United States [41]) have manda-
tory child maltreatment reporting laws. In general, 
these require professionals in contact with children 
to report all suspected child maltreatment cases to 
authorities with legal responsibility for child protec-
tion. This aims to ensure that appropriate enquiries 
and interventions are initiated. However, there is 
little consensus on the usefulness of mandatory 
reporting of suspected child maltreatment. Critics 
have raised concerns including the fear of investi-
gation deterring families from accessing services; 
child protection resources being focused on the 
investigation of allegations of maltreatment at the 
expense of supporting victims; and a lack of legal, 
child protection and support services being avail-
able to act on a report (41,42). In some states in the 
United States, differential response systems allow 
child protection agencies more flexibility to address 
cases based on perceived risk and the family’s per-
sonal circumstances. Low and moderate risk cases 
can be offered a family assessment to determine 
needs and encouraged to access support services 
most appropriate to them (43). 

In some states in the United States, mandatory 
reporting of intimate partner violence incidents has 
also been established. Again, debate surrounds 
the appropriateness of this approach (11). While 
supporters believe it can enhance victim safety and 
improve health care responses to intimate partner 
violence and data collection, critics believe that it 
may place women at risk of further abuse and deter 
them from accessing services (11). Although man-
datory reporting systems are in operation in many 
countries, there is little evidence relating to their 
effectiveness in preventing any form of violence. 

2.4	 Multi-agency risk assessment  
	 and response
In some countries, multi-agency victim identifica-
tion protocols and risk assessment tools have been 
developed to provide a coordinated response to 
identifying and supporting victims. In England and 
Wales, multi-agency risk assessment conferences 
(MARACs) aim to provide an enhanced response 
to high-risk victims of intimate partner violence 
through multi-agency data sharing and coordinat-
ed service provision. Once identified using a risk  
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assessment tool, high-risk cases are discussed 
in MARAC monthly meetings during which multi- 
agency data on the high-risk individual is shared 
to enable an appropriate response. All discussions 
and data sharing take place with the individual’s 
consent. Initial research indicates that this coordi-
nated response is effective in reducing revictimiza-
tion (i.e. being a victim of violence again), improving 
the safety of staff working with perpetrators of 
violence (through establishing multi-agency visits) 
and improving information sharing between agen-
cies (44). 

Reducing violence through victim identification, care and support programmes
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3. Care and support 
	 programmes for victims  
	 of interpersonal violence

The study found equal reductions in violence and 
improvements in safety behaviours across groups 
(46). Both interventions also led to improvements 
in the behavioural functioning of the victims’ chil-
dren (47). 

Post shelter advocacy

In the United States, a randomized controlled tri-
al assessed an intervention providing advocacy 
services (4–6 hours per week) to victims of inti-
mate partner violence for the first ten weeks post- 
shelter. The programme trained female undergrad-
uate students to work with a single client to identify 
unmet needs and mobilize appropriate community 
resources, including education, employment, hous-
ing, legal assistance, child care and healthcare. The 
study found the intervention reduced revictimiza-
tion and improved quality of life, social support and 
access to community resources at two year follow-
up (48). While positive effects on quality of life and 
level of social support were sustained at three year 
follow-up, effects on revictimization were not (49). 
The programme also resulted in children of women 
in the intervention group reporting significantly 
higher self-worth and competence in a range of 
domains (e.g. physical appearance), and witness-
ing lower levels of abuse, at four month follow-up 
(50).

Encouraging positive safety seeking behaviours

Interventions designed to encourage positive safe-
ty seeking behaviours (sometimes referred to as 
a safety plan) among victims of intimate partner 
violence have shown promising results. Examples 
of safety seeking behaviours promoted include ob-
taining copies of, and hiding, important documents 
(e.g. personal identification, driver’s license); sav-
ing and hiding money; and having a known place 

Following the identification of victims, it is crucial 
that effective systems are in place to care for and 
support them and reduce the likelihood of revic-
timization. 

3.1	 Advocacy programmes
Advocacy programmes provide support and guid-
ance to vulnerable individuals and their families. 
Services range from providing information and 
counselling to job training, referrals to treatment 
for substance abuse and assistance in dealing with 
social and legal services (1). A number of advocacy 
programmes have reported success in improving 
the quality of life and social support for victims of 
violence and some have shown positive impacts 
in reducing revictimization, at least in the shorter 
term. 

Brief support and counselling interventions

In healthcare settings, studies have assessed the 
impact of brief support and counselling interven-
tions for women identified as intimate partner 
violence victims through screening. In China, a ran-
domized controlled study evaluated an intervention 
delivered to abused pregnant women accessing 
public clinics. Counselling sessions aimed to im-
prove safety behaviours and reduce further vic-
timization. At follow up, women in the experimental 
group reported significantly less psychological 
abuse, less minor (but not severe) physical vio-
lence and lower postnatal depression scores (45). 
A randomized controlled study in primary care clin-
ics in the United States assessed the impact of two 
interventions for female victims of intimate partner 
violence: the first providing wallet-sized cards with 
a safety plan and details of local support services, 
and the second, a 20-minute nurse-led discussion, 
which included support, guidance and referrals. 
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to go to for safety if required (51). A randomized 
controlled trial assessed a safety seeking behav-
iour intervention in a family violence unit based in 
a United States District Attorney’s office. Women in 
the intervention group were offered six phone calls 
to discuss safety seeking behaviours, alongside 
standard services. This resulted in them practising 
significantly more safety behaviours than controls 
– an effect that was sustained at 18 month follow-
up (55,56). 

Child advocacy centres

Child Advocacy Centres (CACs) provide a multi-
disciplinary approach to assessment, care and 
treatment for abused children and young people. 
CACs convene, often in one location, child protec-
tive services, criminal justice agencies and medical 
and mental health professionals. The multi-agency 
approach aims to decrease the duplication and 
fragmentation of services with improved coordi-
nation and, consequently, reduce the potential for 
secondary victimization,2 improve the provision of 
support and increase conviction rates (57,55). In 
the United States, national standards have been 
set for accreditation of CACs, including the provi-
sion of a child-friendly facility, a multi-disciplinary 
investigation team, case reviews, medical evalu-
ation, and therapeutic interventions and victim  
advocacy services (58). 

CACs have been also established in a number of 
other high-income countries. While some focus ex-
clusively on forensic issues, others aim to provide 
multi-agency services to child victims of violence. 
Few studies have assessed the long-term impacts 
of these services on revictimization, yet studies 
to date show promising results regarding victim  
support (see Box 2).

In countries including Bangladesh, Malaysia, 
Namibia and Thailand, one-stop crisis centres have 
been implemented at a national level (31). These 
centres offer a range of integrated services to ad-
dress child abuse, intimate partner violence and 
sexual violence, addressing victims’ medical, legal, 
psychological and social problems at a single loca-
tion. However, no evidence is currently available for 
their effectiveness.

Advocacy in the criminal justice system

Advocacy services have been established to sup-
port victims in their dealing with the criminal justice 
system and improve perpetrator conviction rates. 
In England and Wales, Witness Care Units (WCUs) 
manage the care of victims and witnesses from the 
point of charging the alleged perpetrator through 
to the conclusion of the case. Providing a single 
point of contact, they aim to keep victims and wit-
nesses informed of case progress; assess their 
needs; and provide them with appropriate support, 
such as childcare, transport to court or referrals to 
other services. An initial evaluation of WCUs found 
increased witness attendance in court, improved 
trial outcomes and improved witness and victim 
satisfaction (59). 

3.2	 Sexual assault or forensic nurse 	
	 examiner programmes 
In several developed countries (e.g. Canada, Eng-
land and the United States), sexual assault (or  
forensic) nurse examiners (SANEs) are employed to 
provide care and support to victims of sexual vio-
lence (60–62). Often located in hospital settings, 
the key roles of SANEs are to conduct medical 
evaluations; counsel and support victims, focus-
ing in particular on their emotional and psychologi-
cal wellbeing; refer them to appropriate agencies; 
collect forensic evidence; and provide evidence 
in court. A review of studies on SANE projects  

2	 Secondary victimization occurs when the societal response 
to, for instance, rape, disability, or mental disorder is more 
disabling than the primary condition itself.

Box 2

Evaluation of Child Advocacy Centres (CACs) in the United States
A study of four CACs in the United States found that, compared to communities providing traditional child 
protection services (CPS), CACs had greater law enforcement involvement in abuse investigations, more 
evidence of a coordinated multi-agency response, better access to medical exams for victims, more victim 
referrals to mental health services and greater care giver (non-abusive) satisfaction with the investigation 
process (52). Research in the United States has found that for every dollar invested in a CAC, there is a 
saving of $3.32 dollars through reduced costs of investigation and associated support (53). Some research 
suggests that it is the multi-agency nature of CACs that make them effective and have found that other 
multi-agency models (e.g. Child Protection Teams in the United States) are equally effective (54). 

Reducing violence through victim identification, care and support programmes
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concluded that they can be psychologically benefi-
cial, providing comprehensive medical care, obtain-
ing forensic evidence both correctly and accurately, 
and facilitating the prosecution of rape cases (61). 

A cohort study in the United States explored 
the impact of SANEs in a paediatric emergency 
department by retrospectively comparing treat-
ment received by sexual assault victims (aged un-
der 18) seen by a SANE and those who were not. 
Patients who had received SANE care were more 
likely to have had an STI test, pregnancy prophy-
laxis and a referral to a rape crisis centre (63). In 
the United Kingdom, the cost of providing forensic 
examination services has been found to be signifi-
cantly lower when delivered by SANEs compared to 
doctors, with rates of satisfaction and standards of 
service remaining high (60). 

3.3	 Women’s shelters
Women’s shelters provide temporary, safe accom-
modation for women and children who have left an 
abusive relationship. In addition to housing and 
food, women’s shelters often provide counselling 
and emotional support, help in obtaining hous-
ing and medical and legal assistance. Although 
women’s shelters are widely used within many 
countries, there have been few attempts to rigor-
ously measure their effectiveness in reducing vio-
lence’s impact or re-occurrence (64). One cohort 
study suggested that time spent in a shelter could 
have beneficial effects, but only when victims had 
already started to take control of their lives before 
entering (65). Other evaluations suggest that vic-
tims feel safe while residing in a shelter (66), and 
become less depressed and more hopeful following 
a two-week stay (67). The effectiveness of a shelter 
is likely to depend on the types of supportive pro-
grammes it provides, and these are often the focus 
of evaluation studies. For instance, reductions in 
revictimization and improvements in quality of life 
have been reported for free advocacy services of-
fered to women in the first ten weeks post shelter 
(see section on advocacy programmes). At present, 
there is insufficient evidence to judge the effective-
ness of shelters on intimate partner violence revic-
timization. Furthermore, because shelters are often 
packaged with other services (support groups and 
legal assistance) (68), it is difficult to separate the 
effects of shelters alone. 

3.4	 Helplines
In many countries, helplines have been set up for 
victims of violence to report their abuse, and access 
support, advice and referral to appropriate servic-
es. In the United States, an evaluation of a suicide 
hotline found that there were significant decreases 
in callers’ crisis states and hopelessness during the 
call and these were sustained during the follow-
ing three weeks for both suicidal and non-suicidal 
callers (69,70). However, the evaluation indicated 
that improvements were needed in the referral of 
callers to appropriate support agencies and imple-
mentation of outreach strategies, such as follow-
up phone calls, to provide additional support (70). 
Another limitation of helplines can be their hours 
of availability. A survey of a domestic abuse hel-
pline in Scotland found that although it closed after 
midnight, nearly half of victims of intimate partner 
violence thought it would be easier to call after that 
time (71). The survey reported that 30% of those 
who called about their abuse had not talked to any-
one else about it (71). 

Many countries have established child abuse 
helplines to provide advice and support to children 
or those concerned about a child’s welfare. Child 
Helpline International aims to create a strong and 
unified support system for such helplines. It has 
developed recommendations for their implementa-
tion and sustainability (72), although to date there 
are no rigorous studies on such helplines’ effec-
tiveness.

3.5	 Psychosocial interventions 
After exposure to a traumatic event, such as an act 
of violence, a proportion of people will suffer men-
tal health problems such as anxiety, post traumatic 
stress disorder (PTSD; 73–75) and depression. Psy-
chological treatments are often used to address 
these symptoms. There are a number of different 
methods, but all techniques treat emotional and 
behavioural problems through conversation with a 
therapist. Psychological interventions may be car-
ried out individually or in groups. 

While psychological debriefing is widely used 
to prevent chronic PTSD and other mental health 
problems following a traumatic event, reviews sug-
gest that there is no evidence for the effectiveness 
of single-session psychological debriefing, and that 
this method may even increase the risk of PTSD and 
depression (76). In contrast, there is evidence for 
the use of early trauma-focused cognitive behav-
ioural therapy in preventing chronic PTSD (77,78). 
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This therapy was also found to be more effective 
than alternative psychosocial interventions (77,78). 
One systematic review found that among adults 
suffering from PTSD for a variety of reasons (in-
cluding violence) trauma-focused cognitive behav-
ioural therapy, eye movement desensitisation and 
reprocessing3 and stress management/relaxation 
improved PTSD symptoms more than usual care 
or being on a waiting list. However, there was less 
evidence for the use of other therapies, including 
hypnotherapy, non-directive counselling and psy-
chodynamic therapy (79). Treatments that focus 
specifically on the trauma incident are thought to 
be more effective than those that do not (79). There 
is some evidence for the effectiveness of psycho-
logical interventions to improve the mental health 
of both adults (80–82) and children (83) who have 
been victims of child sexual abuse. 

3.6	 Protection orders
Protection orders are used to prohibit perpetra-
tors of violence from further abusing the victim. 
Research in the United States has found that pro-
tection orders can be effective in reducing revictim-
ization among victims of intimate partner violence. 
For example, a prospective cohort study compared 
abuse among female victims of police-reported 
intimate partner violence who obtained a civil pro-
tection order following the incident with those who 
did not. Between the first (5 month) and second 
(9 month) follow-up periods, women with protec-
tion orders were found to have a decreased risk of 
contact with the perpetrator, of threats involving 
a weapon, of injury and of abuse-related medical  
care. Stronger decreases in risk were found among 
those who maintained the protection order for longer  
periods (84). 

Regardless of whether or not a protection order 
is granted, applying for an order may be sufficient 
to reduce future violence. For instance, a cohort 
study in the United States involving women who 
had applied for a two-year protection order found 
levels of violence decreased whether or not they 
were granted the protection order, with reductions 
sustained at 18 month follow-up (85). A review of 
research on protection orders suggested that gen-
erally they lead to improvements in victims’ lives 
through increases in perceived self-worth and safe-

ty (86). While evidence suggests that protection  
orders can be effective, their utility is limited when 
enforcement is inadequate. 

3.7	 Special courtroom measures,  
	 specialist courts and police stations  
	 that exclusively cater to women
Special courtroom measures and specialist courts 
aim to improve victims’ experience of proceed-
ing through the court system and giving evidence.  
Special courtroom measures may include using 
screens in the courtroom so that the witness can-
not see, or be seen by, the defendant; giving evi-
dence by live video link from a separate room in the 
court building; using video evidence in cross exami-
nation; clearing the public gallery of spectators; re-
moving court attire, such as wigs and gowns (e.g. 
in the United Kingdom); and using an intermediary 
for questioning (87). An evaluation of such meas-
ures put in place for vulnerable and intimidated 
witnesses in England and Wales found positive re-
sults. These included improvements in satisfaction 
with the criminal justice process and reductions in 
perceived levels of intimidation and experience of 
anxiety. Further, a third (33%) of witnesses stat-
ed that they would not have been willing or able 
to give evidence without special measures (88).  
Despite this, research indicates that special meas-
ures are not used as often or effectively as they 
could be (89). 

Specialist courts for intimate partner violence 
have been in place in parts of Canada and the Unit-
ed States since the 1980s, and more recently have 
been established across many areas in England and 
Wales. The objectives are to increase coordination 
between criminal justice and social service agen-
cies, hold defendants accountable and address 
victims’ needs effectively (90). Core components 
include access to advocacy services, coordination 
of partner agencies and their information systems, 
victim and child friendly courts, specialist trained 
personnel, evaluation and accountability, proto-
cols for risk assessment, ongoing training, compli-
ance monitoring and consistent sentencing (91). 
While rigorous, long-term evidence of the impact of 
specialist courts has yet to be established, evalu-
ations have found them to be effective in increas-
ing arrests (90), guilty pleas (92,93) and conviction 
rates (93); reducing recidivism (89); and increasing 
the speed at which cases are processed (93). 

Police stations that exclusively cater to women 
are a further initiative to address violence against 

3	 Eye movement desensitization and reprocessing involves the 
patient focusing on the traumatic event, thoughts and emo-
tions while receiving stimulation in the form of eye move-
ments (e.g. following a moving light).
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women. These have been developed in a number of 
countries in Latin America and parts of Asia (1) with 
the aim of increasing the number of women report-
ing abuse, and improving the response of the police 
towards them (1). However, these initiatives have 
met with a number of problems, including the dis-
missal of women reporting to regular police units 
(1). The scarcity of all women police stations also 
means that women are often forced to travel long 
distances to report abuse (1). 
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4. Summary

Interventions to identify victims of interpersonal 
violence and provide effective care and support 
are an important part of efforts to break cycles of 
abuse from one generation to the next. Victims of 
violence can experience abuse for years without 
ever contacting police; yet they may come into con-
tact with many other agencies that are well placed 
to identify their needs and initiate support. Thus, 
a range of interventions have been established to 
improve victim identification, including screening 
tools, professional education programmes, man-
datory reporting systems, and multi-agency risk 
assessments. Most interventions have focused 
on intimate partner violence and have been imple-
mented in developed countries, particularly the 
United States. 

Current evidence for the effectiveness of screen-
ing for intimate partner violence is promising, show-
ing that simple screening tools, often implemented 
in health settings, can identify victims of violence. 
However, increases in levels of identification can be 
short-lived and screening for intimate partner vio-
lence may be most successful when complemented 
by protocols that incorporate identification and 
management of victims into routine practice. More 
research is needed on screening‘s applicability to, 
and impact on, child maltreatment and other types 
of violence. 

Violence education programmes can be useful in 
raising awareness of violence and increasing knowl-
edge of how to identify and support victims and, 
consequently, can increase victim referrals to appro-
priate support services. Most programmes studied 
have been tested in medical settings. In some coun-
tries, mandatory reporting systems require profes-
sionals to report suspected cases of child abuse to 
authorities responsible for child protection. Such 
systems, however, are largely unevaluated and  
remain controversial. 

Once identified, it is crucial that victims are of-
fered effective care and support. Interventions that 
provide advocacy services such as advice, counsel-
ling, safety planning and referral to other agencies 
can increase victims’ safety behaviours and reduce 
further harm. These measures can be implement-
ed following screening, or can be used to provide 
additional support to those proceeding through 
criminal justice systems. Specialist measures for 
victims of sexual violence, in the form of Sexual 
Assault Nurse Examiner (SANE) programmes, have 
also shown promising results in improving victim 
care and support and facilitating the prosecution 
of rape cases. Further, a range of measures devel-
oped in the criminal justice system, such as protec-
tion orders and special courts, can help improve 
victims’ experience of proceeding through the 
court system, increase conviction rates and reduce 
revictimization. Evidence to evaluate the effective-
ness of women’s shelters on intimate partner rev-
ictimization is at present insufficient; this is partly 
due to the difficulty of isolating the specific effect 
of shelters from the other services provided at the 
same time. To address mental health problems as-
sociated with experiencing violence (such as PTSD) 
some psychosocial interventions such as trauma-
focused cognitive behavioural therapy have been 
successfully used with both children and adults. 

Overall, however, rigorous scientific evalua-
tions of the long-term effects of care and support 
programmes are currently limited, with most evi-
dence from the United States and other developed 
countries. Thus, it is difficult to draw firm conclu-
sions about their effectiveness and applicability in 
other settings. More research is needed to develop 
our understanding of both care and support pro-
grammes and of measures for identifying victims, 
particularly for violence other than that between 
intimate partners. 
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