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Background: Intimate partner violence is a crime against humanity. This study aimed to
explore the experiences and challenges in screening for intimate partner violence among
women who use antiretroviral therapy and other health services in Wolaita Zone in Ethiopia.
Methods: A descriptive phenomenological qualitative study design was used, and 16 in-depth
interviews were conducted with healthcare workers from 19 health facilities who were providing
healthcare services in Wolaita Zone. We selected participants purposively until data saturation
was reached. Colaizzi’s descriptive phenomenological method was used for the data analysis,
and the Open Code software was used to assist with the data coding. We maintained the scientific
rigour of credibility, transferability, dependability, and confirmability.

Results: Analysis of the study data identified the following five themes: type of IPV identified
by HCWs among women, provider-related barriers, healthcare system barriers, patient-level
barriers, and providers’ recommendations for improvements. Issues that emerged from these
findings were a gap in medico-legal report provision, absence of a separate record-keeping for
IPV cases, lack of client follow-up, absence of routine assessment of violence for women who
have injuries, and lack of specific coordination with an external organisation. Moreover, the
absence of staff training, weak referral systems, and a shortage of necessary medical equipment
challenged IPV screening.

Conclusion: This study has shown that there are healthcare provider and health system
challenges relating to screening clients for intimate partner violence in Wolaita Zone.
Provision of separate record-keeping of intimate partner violence cases in the healthcare
facilities, standardising the medico-legal reporting system, improving women’s access to
education, and executing more gender-equitable policies, are needed. Moreover, the inclusion
of intimate partner violence-specific policy frameworks in national legislation is necessary.
Keywords: healthcare workers, intimate partner violence, screening, Wolaita Zone

Background

Intimate partner violence (IPV) is a challenging public health problem that affects
the health of women in different ways. Intimate partner violence “refers to any
behaviour within an intimate relationship that causes physical, psychological or
sexual harm to those in the relationship”.! The World Health Organization (WHO)
multi-country study showed that 13—-61%; 4-49%; 6-59%; and 20-75% of women
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reported ever having experienced physical, severe physi-
cal, sexual, and emotional violence, respectively.1 The
adverse health effects ranged from physical injury, to
emotional harm, disability, mental health problems, sui-
cide, and even death.'” Intimate partner violence entails
different forms of violence that aim at exerting control
over an intimate partner. The most visible are injuries
sustained from physical assault. However, some victims
disguise evidence of these injuries by wearing less reveal-
ing clothes or by denying an attack has happened.’

The World Health Organization’s international study
shows that in different countries, there are multiple chal-
lenges at different levels of the health systems while
screening for IPV. Among these difficulties concerning
IPV screening, the service providers’ attitudes and their
lack of knowledge about IPV were significant challenges.
Besides these, non-inclusion of IPV-specific training in the
national medical curricula, lack of coordination among
various actors, and a lack of departments involved in
planning integrated services also affected a country’s
response.* The WHO study stated the importance of the
health sectors to ensure the efficient provision of health-
care related services to victims of IPV.* It also emphasized
the vital policies and practices for IPV screening which
could aim to integrate responses to violence, into the
existing services in low- and middle-income countries.*

Studies have, however, revealed a low rate of IPV
screening by healthcare workers (HCWs), ranging from
1.5% to 12% in primary care settings.® The identified
challenges of IPV screening by HCWs are lack of provider
education on IPV, the shortage of time to screen for IPV,
the absence of effective IPV interventions, client reluc-
tance to disclose their experiences of violence, and their
fear of the perpetrators.”® Similarly, a study conducted in
the north-eastern United States showed a low rate of IPV/
sexual violence screening at 15%.” Moreover, a study
conducted in Tanzania also showed that lack of adequate
resources, ethical dilemmas, staff competency, lack of
consultation rooms, and healthcare worker views that
IPV screening was a waste of time, were systemic limita-
tions for IPV screening.®

In Ethiopia, more than one in three ever-married women
(35%) reported that they had experienced IPV inflicted by
their husband or partner at some point in time. This finding
showed that the rate of IPV was high in Ethiopia. Intimate
partner violence in Ethiopia is, therefore of great concern
from the perspectives of economics, health, and human
rights.™'” In a study conducted in East Gojam Zone in

Ethiopia, the majority of nurses had not received training
on the detection of IPV.!! However, there is limited informa-
tion concerning healthcare worker experiences of screening
for IPV in the country. Therefore, this study aimed to explore
healthcare workers’ experience of screening for [PV among
the special population group of women living with HIV,
using antiretroviral therapy, and accessing other health ser-
vices in Wolaita Zone in Ethiopia.

Methodology
Study Area and Setting

We conducted the study in Wolaita Zone, which is in south-
ern Ethiopia. Most of the people in this area speak Wolaita,
the native language. The total population is 2,473,190, of
whom 578,726.46 [23.4% of the total population] are
women of reproductive age.'? From the 19 health facilities
we included in this study, we recruited a total of 16 HCWs
for the interviews. We chose the special population, women
living with HIV and following ART. We have noticed that
violence leads to HIV infection and we wanted to investi-
gate these experiences; as well as IPV screening among this
population groups that were previously not studied in
Ethiopia.

Design

The design for this study is a descriptive phenomenological
qualitative one. This design helped us to gain the essence of
the lived experiences and allowed detailed descriptions of
the HCWs’ IPV screening and the barriers that they
experienced.”® In descriptive phenomenology, the percep-
tion of researchers is set aside or bracketed, to obtain the
real experience of the participants.'® In this study, the mean-
ing attributed to the 16 purposively selected HCWs were not
influenced by the researchers’ experiences and beliefs.'*

Selection of the Study and Sample

We selected the HCWs (medical doctors, nurses, health
officers, and midwives) purposively. We interviewed those
who were providing healthcare services in the 19 health
facilities (both private and government) until saturation of
ideas was reached and no new information was presented.
In doing this, we conducted 16 in-depth interviews.

Data Collection and Procedures

The data collection for this study took place from October
to November 2018. We adapted the interview guides from
the World Health Organization’s (WHO) document on
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researching violence against women'” (Supporting file
section 1). We included the interview guides based on
the challenges of HCWs’ IPV screening, the role of
HCWs, follow-up care, documentation and medico-legal
report provision. The guides included the following ques-
tions. What are the most common types of abuse that you
identify? Do you or your staff members routinely ask
questions to determine if the patient was a victim of family
violence? Why? How? What instruments do you use for
the examination? How often? What tests or examinations
do you routinely perform when a woman indicates that she
has been the victim of violence? What are the challenges
in screening for abuse? Were you trained to screen for
abuse? What types of abuse do you detect? Do women
disclose, without being asked, the abuse they experienced?
What is the procedure for obtaining an official report from
the medical examiner? Do you have a way of keeping
records of cases? Is there a form and procedure for record-
ing them? Do you or your staff provide follow-up care to
women who have been victims of family violence? Are
there mechanisms for referring them to other institutions?
Do you think the record-keeping system is adequate to
identify women affected by family violence, refer them
to the appropriate services, and provide timely follow-up
services?

The principal investigator conducted face-to-face, in-
depth interviews by using the local languages of the
HCWs, Wolaita and Amharic. During the meetings, the
investigator probed to get further clarity from the partici-
pants. Two experienced research assistants supported the
principal investigator with note-taking and digital record-
ings during the interviews. To maintain the privacy of the
healthcare workers, we conducted in-depth discussions at
the participants’ offices or their preferred venue.

Trustworthiness

We maintained the scientific rigour and trustworthiness of the
data collection based on five criteria'® Credibility: To ensure
that the study reflected the participants’ views, the principal
investigator spent time in the field and collected the data from
the healthcare workers. The results’ section provides verba-
tim quotes to document the participants’ perspectives, and
we undertook peer debriefing after each of the interviews.
Transferability: We provided thick descriptions to allow
readers to determine whether or not the findings were trans-
ferable to their context. Dependability: The research team
conducted an audit trail with the supervisor and co-
supervisor to ensure that the analysis was grounded in the

data and that the findings would be consistent and stable over
time. Confirmability: Applying the audit trail (the primary
researcher maintained detailed procedural records of the
research process) helped us assess the accuracy of the results
truthfulness of the
Reflexivity: The results show that the principal researcher

and participants’  perspectives.
thought about himself and the participants, and continuously
recorded, as a way to offset predetermined thinking about the
research that might interfere with the data analysis. By doing
so, we aimed to prevent our motives, perspectives, experi-
ences, backgrounds and prior hypotheses influencing the data

interpretation.

Data Analysis

We used the seven steps set in Colaizzi’s descriptive phe-
nomenological method, which is used in health science
research, for the data analysis.'” The steps are 1)
Familiarisation (reading all the participants’ data and famil-
iarising oneself with the data); 2) Identifying significant
statements (recognising the pertinent statements related to
the phenomenon); 3) Formulating meanings (identifying the
meanings close to the event with the researchers bracketing
their knowledge about the meaning); 4) Clustering themes
(clustering the meanings into themes); 5) Developing an
exhaustive description (writing complete and inclusive
explanations of the phenomena, including all the themes
that were developed); 6) Producing the fundamental struc-
ture (ensuring that the reports cover the essentials); 7)
Seeking verification of the underlying structure (returning
the primary structure statements to all the participants for
confirmation). We used Open Code software for the data
analysis, and we used the Consolidated criteria for Reporting
Qualitative research (COREQ) Checklist, for maintaining
the quality of data.

Ethical Consideration

Ethical clearance was obtained from the Biomedical
Research Ethics Committee (BREC) of the University of
KwaZulu-Natal (BREC Ref No: BE387/18) and from
Wolaita Sodo University Institutional Review Board (IRB),
Ref'No: WSU15/04/147 (12 Sep. 2018). Permission was also
obtained from Wolaita Zone Health Department and the
respective healthcare facilities. Written, informed consent
was received from individual participants. The participant
informed consent included the publication of anonymized
responses. Permission also was obtained for audio recording,
and in cases where the participants refused permission to
record, notes were taken instead, and the results were
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incorporated into the other data. Each interview took 50
minutes, and before beginning, the purpose of the research
was communicated. This study maintained the confidential-
ity and privacy of the participants. To this end, they were
conducted at the participant’s offices, and nothing was writ-
ten on any part of the results that could reveal their identities.
It was the participant’s right to interrupt or withdraw their
participation at any time without penalty or loss of benefits,
but this did not occur.

Results

Overall, we conducted a total of 16 in-depth interviews
among HCWs with different educational backgrounds. Six
(37.5%) were females, while the other 10 (62.5%) were
males. Healthcare workers involved in this study were
aged between 24 and 42 years. They had different roles
and responsibilities at their respective healthcare facilities
such as ART focal person, emergency department leader,
outpatient worker, obstetrics and gynaecology department
coordinator, and mother and child health (MCH) clinic
workers (Table 1).

Themes

Analysis of the study data identified the following five
themes: Types of IPV identified by HCWs among
women; provider related barriers; healthcare system bar-
riers; patient-level barriers; and providers’ recommenda-
tions for improvements (Supporting file section 2).

Theme |. Types of IPV ldentified by

HCWs Among Women

Most HCWs reported that they observed two to three IPV
cases per month. However, few healthcare facilities
reported more than five to ten IPV cases per month.
According to the report from the HCWSs, most of the
women were visiting their clinic after physical violence
trauma, followed by rape. However, they reported that sex-
ual violence victims visited their clinic infrequently.
Healthcare workers discussed the reason for fewer incidents
of sexual violence being reported to them. They reasoned
that this was because the women did not as openly disclose
sexual abuse as they did physical abuse.

Healthcare workers reported traumatic experiences of
violence that they usually see when screening victims of
IPV. These included physical, sexual, and psychological
cases of violence. Most HCWs indicated that in mostly,
they screen many physical abuse victims and also other

Table | Socio-Demographic Features of Healthcare Workers in
Wolaita Zone in Ethiopia, November—December 2018

Participant’s Education Role of Healthcare

Code Workers (HCWs)

#1 Health officer ART focal person

#2 Health officer ART focal person

#3 Health officer Emergency case team

#4 Health officer ART focal person

#5 BSC Nurse ART focal person

#6 MSc in Reproductive | ART focal person

Health

#7 Health officer OPD case team

#8 Medical doctor Gynecology department, GPs
coordinator

#9 Nurse ART focal person

#10 Medical doctor Clinician

#11 Clinical nurse Nurse at emergency
department

#12 Midwifery MCH coordinator

#13 Health officer OPD case team

#14 Health officer Under-five OPD and ART
focal

#15 Health officer Coordinator of MCH case
team

#16 Health officer ART focal person

Abbreviations: OPD, out-patient department; ART, antiretroviral therapy; MCH,
mother and child health; GP, general practitioner.

victims that experienced traumatic rape. Few health pro-
viders reported that instances of violence were uncommon
in their facilities.

One of the HCWs Explained

For example, I have seen during my examinations a woman
with a head injury, pregnant women who miscarried, and
hair follicles removed during a fight. I observed during my
physical examination that a man beat his spouse in her birth
canal, and I referred her sample [case] to Black Lion
Hospital. Usually, women hide such cases. I know
a woman who has been suffering from pain for six years
due to the violence that she experienced from her husband
(HCW, #6)

Another HCW Stated

When I was working in the emergency department, [ saw
physical violence cases. I also observed a husband who
stabbed his wife with a knife. I haven’t seen any other
sexual violence cases. I remember a sexual violence case
where four people raped the 28-year-old woman. She was
unconscious when she visited [was brought to] our clinic.
(HCW, #5)
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Another HCW Stated

There were women on ART who disappeared from their
follow-up. When I searched for the reasons in detail,
I identified that most of them were discordant, and they
disappeared due to stigma/violent pressure from their part-
ners. (HCW, #6)

Theme 2. Provider Related Barriers
Training

According to the HCWs, most of them had not received
on-the-job training on gender-based violence, and it was
one of the significant challenges that hindered them in
screening cases of abuse. They also highlighted that the
lack of training limited them in providing the required
quality of care for clients. However, there were very few
trained as only one healthcare provider from a private
hospital had received training on gender-based violence.

I was not trained and also no one [else is] trained on
gender-based violence in this hospital. (HCW, #4)

We did not get training, but there are some staff who were
working in the youth-friendly health service who got train-
ing. There is also a training manual there. (HCW, #13)

I didn’t train on gender-based violence, but I tend to
receive training in gender-based violence. (HCW, #3)

Medico-Legal Issues

Most of the HCWs reported that they offered a medico-legal
certificate at the client’s request. However, some of them
said that the provision of the medico-legal story of their
patient was the responsibility of senior staff, and it was one
of the significant challenges for clients to receive it time-
ously. Moreover, most of the HCWs reported their difficulty
in reporting sexual violence after a rape case. The HCWs
mentioned various factors that influence screening and pro-
vision of the accurate medico-legal report to the victims of
IPV. Most healthcare providers explained that rape survi-
vors delay seeking medical help to the degree that on their
arrival in the health facility when HCWs conduct a physical
examination, they do not find new lacerations or bleeding.
The challenge arises when health providers are expected to
give a medico-legal report in court.

One of the HCWs Explained This Thus

Sometimes, we may not observe any sign of physical injury,
even if they are affected by physical abuse. We have to

report it medico-legally, but we couldn’t. Some women who

had previous sexual experience come to our clinic and
report their rape; however, we couldn’t observe the recent
signs of laceration or bleeding of rape. We observe only an
old scar, but women report they have no previous sexual
experience. It is the biggest challenge when women take the
case to court; the report can’t help them. I have seen 18-year
-old lady two weeks back who reported a rape case and no
previous history of sexual experience. During the physical
examination, I observed that the hymen did not tear
recently, and I saw an old scar. I haven’t even written her
report. She denies it, and the examination report is different
from her report. Both physical and sexual violence cases are
difficult to report. (HCW, #8)

Another HCW Explained Thus

Since the issue is medico-legal, it puts pressure on the care
providers. The victims ask you to over-report while their
counterparts ask to under-report the level of damage.
(HCW, #10)

Disclosure of physical violence, but not on sexual abuse
was explained by another HCW thus:

Yes, women disclose physical violence cases, but they
don’t disclose sexual violence cases, but we probe them.
(HCW, #11)

Theme 3. Healthcare System Barriers

According to healthcare workers, there are many health
system-related problems in testing for [IPV. Among these,
HCWs reported that there was no separate record-keeping,
nor were there registration mechanisms for IPV cases, [PV
specific referral systems, or follow-up care for IPV vic-
tims. A few HCWs also reported that there was a shortage
of medical equipment such as HIV kits, pregnancy Kkits,
ultrasound, and x-ray machines to diagnose IPV.
Moreover, HCWs explained that there was no collabora-
tion with external organisations established to prevent [PV
cases. Furthermore, HCWs also reported that there was
a gap in providing medico-legal reports timeously for their
clients. Besides this, HCWs confirmed that it is challen-
ging to do follow-up and routine assessments of IPV

clients, because of poor record-keeping.

Follow-Up

HCWs reported that they did not follow up on their clients
who were victims of IPV. Moreover, they were not routi-
nely asking questions of patients who were victims of
family violence.
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One of the HCWs Explained

No follow-up for the IPV affected clients. I do not know if
there exists any registration book. Since emergency sur-
geons manage cases, they know about it. I don’t know
whether they have a follow-up or not. (HCW, #3)

There is a shortage of material/equipment. For example,
there is a shortage of HIV test kits as well as pregnancy
test kits. Also, there was a shortage of equipment for hae-
moglobin and haematocrit tests. We usually refer such cases
due to the shortage of such equipment. (HCW, #12)

Record-Keeping

Healthcare workers also mentioned that there was a gap in
the issuing of medico-legal certificates to their clients. The
scenario was explained thus:

Only senior physicians write a medico-legal report, and
a formal letter with an institutional stamp in a sealed
envelope will be sent directly to the requesting legal
body, whether to the police or justice office. There is
a gap in providing timely medical reports. (HCW, #10)

A Healthcare Provider Also Explained

We don’t have a separate register for violence. We manage
them as any other case. I don’t think that the record-
keeping is adequate because there is no one trained on
gender-based violence, and we do not start to give suffi-
cient services. Also, we don’t have ultrasound and x-ray
[machines]. We consider a case as a violence case based
on the client’s report, and there is no other device to detect
the violence case. (HCW, #7)

There is no form for keeping records of violence cases
separately. I don’t think that the record-keeping system is
adequate. It is [would be] good if there is [was] a separate
registration book. We don’t do screening routinely of the
women who are the victims of family violence. I routinely
ask them when they come in for their monthly follow-up.
(HCW, #2)

We don’t register it separately; rather, we register it as
a trauma case in the Health Management Information
System (HMIS). (HCW, #4)

Lack of Inter-Sectoral Support
HCWs Also Mentioned

No organisation or person is working on partner violence

except the women’s and children’s affairs office. The

women’s and children’s affairs office did not come to
me, and I did not go to them. (HCW, #2)

There are no organizations specifically working in gender-
based violence. Also, many non-governmental organizations
are working in other health programs, but not specifically on
gender-based violence. (HCW, #15)

Theme 4. Client-Level Barriers

HCWs reported that disclosure related problems, inequality
of power between women and men, female beliefs concern-
ing male rights to abuse women, and fear and stigma were
patient level barriers to screen IPV. Most of the HCWs
reported that women do not disclose their history of abuse
unless they are asked by the HCWs. They explained that
women were trying to hide their violence experiences
because they feared the social challenges. Moreover, they
reported that this situation affected HIV-positive women’s
adherence to medication, its discontinuation, and family
intrigue among all the women. Healthcare workers also
said that women’s absence of income limits their disclosure
and decisions about an exit plan. This is because they fear
that a husband could withdraw his wife’s financial support if
he heard about her complaint. Similarly, they reported that
there is male dominance in Wolaita society. The same action
was feared if husbands became aware of their wives’ dis-
closure to others about the abuse they experienced. The
participant expressed this issue in this way:

One of the challenges is that women who faced sexual
violence or rapes do not report their case appropriately due
to fear and cultural sensitivity. It makes the screening of
sexual violence difficult even though it exists. (HCW, #2)

HIV Disclosure

Mostly in our clinic, women do not disclose due to the fear
of the consequence of disclosure. Some women do not
have an income, and they fear that if they divorce, they
have no place else to go. (HCW, #6)

Most of the time, women don’t disclose their cases with-
out being asked. They have a fear of social stigma. They
also fear the confidentiality of their status. (HCW, #9)

One of the HCWs Also Mentioned That

Most men hide their test result from their spouse. They
take ART from other health facilities or us, and they don’t

want to bring their wives. Some women have a fear of
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disclosing their status to their husbands. I usually appoint
them to bring their husbands, and we screen them together.
Then we inform [them of] their test results together. It is to
safeguard their marriage. (HCW, #2)

Culture Promoting Male Superiority

Most of the HCWs explained that there is inequality
between men and women. They said that women hide
reports regarding their issue of violence to male HCWs
because of the fear of male dominance. Healthcare work-
ers also reported that husbands’ violent behaviour
occurred after consuming alcohol and from having multi-
ple sexual partners. Moreover, they said that women had

no decision-making power.

One of the HCWs Explained Further

Since most women live under the influence of men, they
don’t tell us. Usually, men have more than one partner, and
they treat one of the women in a better way, but they
mistreat the other woman. There is violence, but they
don’t tell us. I have seen a case where both the husband
and wife came after fighting. (HCW, #3)

Healthcare workers explained that women believed that a man
has a natural right to abuse women, to insult them and force
sex. Hence, they hide their abuse; this made the screening
process very difficult for healthcare workers, who believe that
to avert this mindset, awareness creation is needed.

One of the HCWs Explained Thus

In our community, it is believed that men are above
women in marriage. Some men exploit women financially;
however, they did not consider it as violence. Forcing
women for sex without their consent is not believed to
be violence. Insulting wives is also not considered as
violence. There is a saying: ‘If a man does not insult and
beat women, he is not a man.” Women also consider this as
men’s natural behaviour. (HCW, #3)

Women don’t think that they are equal to men; they always
believe in male dominance and give priority to males.
Females don’t feel that they are equal to men in any matters
like decision making. Therefore, training on gender equal-
ity should be given in all circumstances. (HCW, #16)

Theme 5: Provider Recommendations for

Improvements
Most of the HCWs mentioned different I[PV prevention stra-
tegies. Among these was a need for improved legal,

community, and spiritual support for the violence victims
and involving males in programs of violence prevention.
They reported the need for collaboration with other stake-
holders in the violence prevention programs, capacity building
of staff through in-service training, the importance of treating
clients with respect and dignity, the need for a separate unit or
clinic to treat gender-based violence victims together, and
improving the equality of women and men through women’s
empowerment. Most of the HCWs also mentioned awareness
creation, and that efforts to establish the economic indepen-
dence of women should be aggressively made.

Women’s Empowerment
One of the Interviewers Reported

For me, the most important intervention is empowering
women. The government should empower women in every
aspect. The concerned bodies should educate women to
the level of men, and the economic and social gap between

men and women should be minimized. (HCW, #1)

HCWs suggested that in cases where women do not know
how to get help from legal, local, and religious leaders, the
HCWs should be able to guide women in that regard.
Moreover, HCWs reported that consulting seniors, and
linking the victims with local and religious leaders might
help resolve the conflicts.

Community and Partner Participation
One of the HCWs Explained Thus

When they report physical violence, we assess the level of
damage, and if the problem is significant, we consult our
seniors. If she decides to take the case to court, community
elders, or to the church and women do not know the
process; we guide them. (HCW, #2)

Most HCWs highlighted the importance of the participa-
tion of husbands and wives together in education programs
aimed at violence prevention. Moreover, they emphasized
that special education programs should be established for
male partners to tackle their violent behaviours, such as
excessive alcohol drinking and extra-marital sexual rela-
tionships, which lead couples into conflicts.

One HCW Explained Further

I believe that education should be given for husband and
wife together on the roles and responsibilities of both. The
responsibility of women is so heavy, and husbands don’t
think that they have the responsibility of raising their
children and preparing food. They should be advised
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how to support their wives in all activities as well as in
sharing responsibility. (HCW, #2)

The study participants explained that collaboration with dif-
ferent stakeholders, for instance, legal services, schools and
health facilities, is essential. Additionally, they highlighted
the importance of educating men, ensuring proper documen-
tation and reporting of violence cases, and aggressively
improving the referral systems. One of the participants stated:

The health facilities should work with legal services,
schools, and others. If we integrate the work, we can be
effective. We should also educate men and make them
responsible. We usually focus on women, and we neglect
men in different areas. Gender-based violence education
should be implemented independently in schools and other
institutions. Reporting, documentation, and referral sys-
tems should be strengthened. (HCW, #3)

Role of HCWs

According to the participants, HCWs provide care and
respect for the victims of violence and treat these clients
compassionately. As most HCWs reported, routine assess-
ment of IPV with women with injuries from violence, coun-
selling of both women and men together and respectfully
approaching clients, was an excellent strategy for treating
clients. Besides this, addressing the IPV problem, and sup-
port and advice from the case manager and adherence coun-
sellor should be beneficial to prevent marriage dissolution
and violence. One of the participants was of the opinion

It is better if HCWs provide compassionate care. It
depends on the behaviour of individuals. No matter how
good the healthcare worker, if he/she does not respect the
clients, the clients are not willing to disclose their violence
experience. Therefore, there should be rapport/good rela-
tions between the two. (HCW, #14)

Another Healthcare Provider Also Supported This View

HCWs should see violence cases as if it happened to them.
They should give the victim good care and ease their
psychological feelings. If we mistreat them, they may not

come to us because of our behaviour. (HCW, #3)

Another Healthcare Provider Gave Suggestions About
Prevention of IPV

It is good if we educate young girls about violence, at
school. We can also give education to local media. Fliers

can also transmit a lot of information. (HCW, #8)

A few HCWs mentioned the need for special legislation
and policy to treat IPV cases in separate clinics, at the
given health facilities. They also pointed out that the
economic gap between women and men should be mini-
mized, and that there is a need for decentralizing the
programs to all facilities, and mainstreaming IPV preven-
tion into schools and other social spaces. Moreover, they
highlighted the need for particular prevention strategies
such as community-based interventions, a focal person at
health facilities for IPV, the establishment of clubs work-
ing on IPV, and home-to-home visits and follow-up educa-
tion through health extension workers.

Other HCWs Expanded on This

The government has a poor focus on violence cases, and it
is good if they form a special unit for better follow-up,
reporting, and psychiatric or psychosocial management.
For example, TB and HIV have a separate system, and it
is good if violence has a similar separate unit with trained
healthcare workers. It is also good to have a reporting and
recording system. (HCW, #8)

Discussion

This research identified IPV screening challenges at the
different levels of the health system, and from the per-
spectives of HCWs and their clients. The current study
also proposed different prevention strategies. The findings
in Wolaita Zone confirmed the results of the WHO and
other studies.>>® However, the significant results that
emerged from the current study were about the delays in
medico-legal reporting for the victims, the absence of
separate record-keeping for IPV cases, the absence of
referral systems for IPV victims, and a lack of follow-up
care for [PV-affected women.

Types of IPV

As far as the types of IPV identified by HCWs are con-
cerned, physical violence trauma was most common, fol-
lowed by rape. However, HCWs reported that sexual
violence cases visited their clinic infrequently. These find-
ings are supported by the WHO global and regional esti-
mates, South African studies and EDHS 2016 reports,
confirming the findings that higher numbers of women in
Ethiopia (25%) experienced physical violence, while
fewer (10%) experienced sexual abuse.'®?° A probable
explanation for these findings is that the women did not
as openly disclose sexual abuse as they did physical abuse.
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It may also be due to the women’s fear of blame and
shame in speaking of sexual violence issues, whereas this
is not the case for physical trauma. The body of literature
also revealed that victims do not even report their abuse to
friends, the police, and others, because they do not trust
others, and do not think the police will help them.'
Therefore, capacity building is needed to equip HCWs to
counsel and assess their clients wisely to allow them to
disclose the level of their abuse.

Provider Related Barriers and Training
The findings of this study show that there are many
healthcare worker-related challenges for screening IPV in
Wolaita Zone. The literature revealed that a considerable
gap exists in HCW in-service training, and there is an
absence of specific education regarding IPV cases.”*!*
Therefore, we suggest on-the-job training of staff and the
establishment of IPV-specific education for HCWs in
Wolaita Zone. However, contrary to our findings, earlier
studies found another challenge was the attitude of HCWs
towards performing IPV screening, which was seen as an
unreasonable activity.?' Moreover, the body of literature
has shown the lack of provider education regarding IPV,
the lack of time, and the lack of effective interventions for
IPV cases.” The WHO report recommended that HCWs
should give adequate time to examine IPV cases.”® In the
current study, HCWs had not received any training about
IPV. Therefore, we suggest that the government of
Ethiopia should give due attention to on-the-job training
for IPV screening.

Moreover, there is a need for HCWs to be trained to
help women to develop a safety plan as the best strategy to
prevent violence. Women who have experienced IPV are
likely to have fears about their safety, but women may not
expect that violence will happen again. HCWs need train-
ing to teach their client that IPV is not likely to stop on its
own. Violence tends to continue and may become worse.
Therefore, assessing and planning for safety is an ongoing
process.”

The literature highlighted the need for HCWs to be
open-minded, ready to listen to their clients, unhurried,
and to respect confidentiality.”* The HCWs in this study,
however, did not meet this recommendation of WHO’s
IPV prevention strategy.> Therefore, we suggest that
HCWs should give particular emphasis by taking adequate
time in screening IPV at all healthcare facilities. Despite
all the challenges reported by the HCWs, there has been
little information about the clients’ difficulty in obtaining

medico-legal reports from their service providers after IPV
screening. The lack of IPV patient follow-up is another
concern needing attention. The concerned body in the
country should provide specialized training for staff and
initiate follow-up care for clients; for example, home
visits. The victims of IPV may have different requirements
from other healthcare patients since they require
a response to their emotional needs - they may also be
frightened and need reassurance and support. Women may
not need physical, but emotional care instead, and they

may require this on an ongoing basis.**

Healthcare System Challenges

Concerning health system-related challenges to screening
for IPV, the health facilities in Wolaita Zone had several
problems, including the absence of separate record-
keeping for IPV, the absence of a referral system for IPV,
and a lack of follow-up care for IPV victims. Comparable
to the results of the current study, a north-eastern United
States study also showed that there were health system-
related challenges for IPV screening. However, the health
system challenges in the present research are different
from the United States’ study. In that investigation, there
was a limited time for patient visits, absence of a screening
strategy in the health system, and clinicians were so busy
with other activities that they took no responsibility for
IPV screening.?® The discrepancy in these studies could be
due to the economic and health system structural differ-
ences between the two countries. The findings of a Togo
study is similar to the current result since none of the
victims had been referred to local organizations to receive
appropriate support®>’ Our study found that there were, in
fact, no local organizations to support violence prevention.
Furthermore, the body of literature showed that only
15.8% of victims were referred for IPV assistance by
HCWs.”® The current study found a shortage of medical
equipment, which is in line with research in Tanzania.®
The current study findings also showed that there was no
collaboration with external organizations to prevent IPV
and that a gap existed in the medico-legal reporting sys-
tem, match a study in Serbia,21 in which there was a weak
support network for screening IPV. This is despite the
body of literature in the WHO document revealing
a need for immediate referral and the need for resources
to treat IPV victims.”> Therefore, Ethiopia has to arrange
medico-legal reporting and referral systems for counsel-
ling victims in the short term. In addition, establishing
external collaboration with stakeholders who work on
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gender-based violence in the medium term, and ensuring
all the necessary medical equipment to screen IPV cases,
is required for the longer term.

The women/partner-related challenges in our study
revealed that the clients chose not to disclose their history
of abuse to the HCWs. This is because women fear the
potential social challenge after their disclosure. Similarly,
an earlier study revealed that patient non-disclosure of
their abuse was one of the IPV screening challenges.’
Another study also revealed that only half of the women
disclosed their IPV experience to HCWs.?’ The strategy
for the non-disclosure is that HCWs should not pressure
women, but give them time to decide what they are willing
to disclose. When clients disclose their abuse to HCWs,
they need to receive emotional counselling and treatment
support, and HCWs should also advise women on
a strategy to protect themselves from the perpetrators.
Disclosure of HIV status appears to place women at
increased risk of IPV, and IPV may prevent them from
regular attendance to obtain ART. IPV is not the common
medical reason women seek health care more than trauma,
car accidents and other emergency cases. However, gen-
der-based violence, and particularly physical violence and
sexual violence cases do visit the health facilities in
Ethiopia. It is one of the prevalent health problems that
may affect the health of women negatively. Women may
require counselling, trauma care, and other examinations
related to their specific cases.

Client Level Concerns and Follow-Up

Care

This study suggests the need for the provision of follow-up
care and information on the effects of violence on
women’s and children’s health, and as was indicated in
the literature®> Besides this, our research found that the
inequality of power between women and men and
women’s mindset in accepting a man’s natural right to
abuse women were [PV screening challenges related to
the clients. There is a need to change these perceptions in
the Wolaita communities. HCWs have a counselling role
in this regard, which they should enact during IPV screen-
ing at their clinic. The government of Ethiopia should train
their HCWs regarding IPV through specific on the job
training. There is also a need for a referral system to link
clients to more specialized counselling. This finding
matches a study in Bangladesh in which attitudes toward
wife-beating, and men who believed wife-beating to be

acceptable, were risk factors for IPV.>*® Additionally, the
current study is similar to another study in which male
dominance, low social and economic status of women,
gender inequality, and men having multiple partners were

all factors that challenged IPV screening.”?’

Strategies to Prevent |IPV

In our study, regarding the proposed interventions and
strategies for the prevention of violence, HCWs suggested
a number of different prevention strategies. A feasible
short-term strategy is addressing the need for spiritual
support, and male involvement in the programs of violence
prevention. In the medium term, HCWs also suggested
that the government should enhance legal services and
empowerment of women. These results are supported by
an earlier study by the WHO, in which changing laws that
discriminate against women, increasing their access to
education, implementing more gender-equitable policies,
and reducing acceptance of violence were stated as IPV
prevention strategies.>>> The current study also revealed
the need for collaboration with other stakeholders, staff
training, and treatment of clients with respect. These find-
ings have also been reported previously where the need for
collaboration with other stakeholders, advocacy and
awareness creation, integration of services, and the use
of behavioural change communication for social change,
was found to be important.” For instance, the involvement
of the law office in developing IPV-specific laws, the
involvement of the health sector in implementing and
treating the cases, and involvement of the psychological
and social work departments in counselling I[PV victims
are considered crucial. Specific laws for IPV are not yet
developed and in practice in developing countries; how-
ever, the findings of this study suggest the need for
a separate unit to treat gender-based violence victims.
This would be made feasible by allocating the HCWs
who are trained to deal with IPV.

Moreover, our study found the need for different doc-
umentation of IPV cases in the healthcare management
system. A survey in Togo revealed that screening of IPV
in healthcare facilities should be systematic.?” This could
make it easier to access the available data for implemen-
ters and in the intervention of IPV cases. Also suggested
by HCWs is the need for resources for IPV prevention.
Similarly, the body of literature strongly suggests availing
possible resources (crisis centres, helplines, social work-
ers, support groups, legal support, mental health counsel-
lors, and psychologists) in a particular health system, to
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manage IPV victims.>® Therefore, we suggest that the
collaboration and the availability of the various resources
mentioned here should tackle IPV.

Furthermore, the HCWs confirmed that IPV is a public
health problem that is exacerbated by male dominance in
the society, by alcohol consumption, and discordant HIV
test results, a finding in line with other literature.”*~'
Therefore, a comprehensive strategy to reduce alcohol
consumption in Wolaita society is needed.”” Among the
specific approaches which may help to curtail alcohol
drinking is for men to record in writing reasons to reduce
drinking (e.g. for improved health and sleep) and keeping
a diary of drinking habits for three to four weeks; in
addition, avoiding keeping alcohol in the home, choosing
drink-free days, and deciding not to accept peer pressure is
also suggested.*?

Strengths and Limitations

Our study has the following three strengths. Firstly, we
attempted to put our knowledge and personal biases aside.
This means that in the descriptive phenomenological
design, the meaning of the research findings was not
influenced by our belief systems and experiences. This
bracketing also supported the validity of interpretation.
Secondly, a profound and detailed understanding of IPV
screening challenges were identified and illustrated in the
results. Thirdly, the HCWs appear to have contributed well
to the study in their support and interest, in that they
revealed a delay in medico-legal reporting to the victims,
an absence of separate record-keeping for IPV cases, and
the lack of follow-up care for IPV and the lack of specific
laws for gender-based violence prevention.

However, we can also consider a possible limitation of
this study. Although we tried to maintain pure bracketing
in placing our presumptions aside, it may, in reality, be
difficult
researcher-induced bias entirely. We also cannot generalize

to ensure complete bracketing and avoid
the qualitative finding to other settings.

Conclusions

This study has shown that there is healthcare worker, health
system, and client-related IPV screening challenges in
Wolaita Zone for women who have injuries or conditions
that they suspect may be related to IPV. The issues that
emerged from the findings are the gap in medico-legal report
provision, absence of separate record-keeping for IPV cases,
lack of client follow-up, absence of routine assessment of
violence victims, and lack of specific coordination with an

external organization. Moreover, the absence of staff train-
ing, a weak referral system, and shortages of necessary
medical equipment were other challenges. In the Wolaita
Zone, among the types of IPV, physical violence trauma was
the most commonly reported abuse, followed by rape.
Therefore, we recommend the need for improvement in
separating record-keeping systems in health facilities, expli-
cit provision of the medico-legal report to clients, improving
women’s access to education, and executing more gender-
equitable policies. Moreover, the need for an active commu-
nity and religious leader interventions, involving males in
programs of violence prevention, creating a network of
support with stakeholders, the inclusion of IPV-specific pol-
icy frameworks in the national legislation, and compassio-
nate care is imperative. Additionally, further study with
more focus on IPV screening challenges in other parts of
the country is suggested.
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