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THE WAY FORWARD  
AGAINST FAMILY VIOLENCE 

 
Dear Colleagues,  
 
This year is a special year for the WONCA 
Special Interest Group on Family Violence as 
the first term of our network comes to an end 
during the Wonca World Conference in Rio de 
Janeiro beginning of November 2016. Time to 
look back what we have succeeded and lay 
priorities for the next term to come.  
 
Past activities 
 
In 2014 in Kuching (WONCA ASIA PACIFIC) 
and Lisbon (WONCA EUROPE) we identified 
the development of effective training 
programmes as first priority for our network.  
Several training packages have since been 
further developed by members and supported 
by our Interest Group. An overview with links 
is provided in this newsletter. 
 
The PACTS project of Prof Dr. Jan Cole 
(Monash University) is an online 
undergraduate teaching pacakge developed 
and tested at Melbourne University (Page 5) .  
In this newsletter you will also read about the 
overview that a young colleague did under her 
supervision in Asia with the help of the 
membership of our network and the Wonca 
Working Party of  Women and Family 
Medicine. It shows the urgency to incorporate 
training in basic and graduate curricula of 
medical schools (Page 7).  
 
In the Eastern European and Western Asian 
areas we supported UNFPA for a train the 
trainers Initiative adding practical training 
about disclosure and counseling into the 
United Nations Population Fund training 
Package for Asia (Page 6). We supported the 
application of this package locally in a post war 
area in Northern Kosovo. This experience 
reinforces the need for interactive skills 
training on disclosure strategies and tightened 
our links to the Women Against Violence 

Europe movement (WAVE). The Europrev 
Working Group on Mental Health and Family 
Violence intends further to support the 
development of a similar training package on 
family violence for preconceptive and perinatal 
care submitted to the EU in May 2016.  
 
The project IRIS was replicated into a training 
package ‘IMPLEMENT’ tested in emergency 
care and maternal services in 5 EU countries 
using internationally trained clinical leads and 
domestic violence advocates to organise local 
training about casefinding and referral to 
specialised services. With the Europrev 
network we audited the resulting programme. 
Evaluation shows that the main limiting factor 
to this stepped care model is still disclosure at 
practice level (the package can be viewed on 
: http://gbv-implement-health.eu) .  
 
Meetings were organised linked to several 
WONCA conferences in 2015, like WONCA 
Africa and WONCA Rural Workd Conference, 
which resulted in views on community action 
and task definition (see newsletter 1) .  
 
The Vasco Da Gamma group is another very 
active subgroup in our Interest Group who 
organises very interactive and recruiting 
training workshops. We call all participants to 
their upcoming Wonca Copenhagen 
preconference training initiative of 6 hours !  
 
A discussion on screening and casefinding 
during a Wonca Europrev workshop in 
Istanbul led to a more refined proposal for a 
joint statement on prevention as described in 
the first newsletter and was further 
commented during the Nijmegen meeting.  
This meeting on educational Research was 
held in Nijmegen as a special tribute to one of 
the pioneers of our network, Dr. Sylvie Lo Fo 
Wong, who retires from her formal university 
duties this year.  She was knighted in the 
Order of Oranje Nassau on the 29th of March. 
This meeting led to the development of a call 
to action to all colleges and academies in 
general practice which will be presented in 
Copenhagen. A draft call to action is included 
in this newsletter (Page 16). We ask all 
members to actively suggest improvements 
online for an adapted version.  

1. FROM THE CONVENOR 



	

 
We further extended our network in Eastern 
European countries and Asia by providing 
keynote lectures in the Association of general 
practice/family medicine of South-East Europe 
AGP/FM SEE in Ljubliana (June 2015). An 
interactive play was tested as a strategy to 
stimulate awareness for collaboration in care. 
  
Furthermore the 15th eastern Mediterranean 
conference on Family Medecine in  ADANA 
Turkey 26-28 May 2016 had specifically 
VIOLENCE as a theme; we met near to the 
war zone in the middle east in ADANA ith 
nurses as well as general practitioners. Our 
contacts reconfirmed the need of further 
interaction about dealing with violence in 
relation to cultural diversity. A philosopher and 
writer reflected with the audience about the 
nearby violence during this conference 
organised by GP-colleges around the 
Mediterranean sea in collaboration with the 
local nurses’ network. Prof Zaim Jatic (GP 
from Sarajevo)  gave a personal account of 
situation during wartime and post war 
consequences. It is apparent that our network 
will need  to develop a strategy against family 
violence among refugees and adapted to 
cultural diversity. A subgroup with specific 
attention to the regional concerns around the 
Mediterranean region is now in creation. 
 
The Equip meeting on Safety and their 
Working Group on Safety was addressed at 
their open Prague meeting inviting them to add 
safety assessment for violence as an 
additional point of attention to their work.  
 

 
The way forward 

 
We now aim to extend our work to all colleges 
and academies in general practice by a call to 
action on continuing professional 
development inviting colleges and 
academies to collaborate actively with our 
network expertise and exchange.  
 
We further extend our contacts to Latin-
America preparing for the WONCA WORLD 
CONFERENCE in RIO the JANEIRO 
beginning of November 2016 . We aim to 
present there a comprehensive statement on 
priorities and concrete action how to 
improve primary health care for family 
violence bearing onto the decisions and 
statements of earlier meetings.  

 
To start the discussion on priorities for 
research you will find enclosed a discussion 
paper prepared by Prof Gene Feder of Bristol 
University  (Page 13). We look forward to 
your reactions and will try to develop 
collaborative proposals along these lines.   
 
To further support international activities and 
extend expertise we would like to display 
materials on the Wonca Sigfv web online. 
We invite speakers at conferences to share 
their presentations and make small 
summaries of mayor conclusions for our 
newsletter.  
 
We have created further several working 
groups:  
1) one to analyse the tight relationship 
between mental health and family violence in 
preparation of a workshop in Copenhagen.  
2) a second one to extend past discussions on 
dealing with cultural diversity. Following the 
discussions in the WONCA Ghana meeting we 
are happy to share the conclusions of the 
Community action project SASA (Page 11).  
We will extend thereby also our attention to 
elderly and child abuse. If you are interested 
to collaborate actively please inform us. 
 
The first working group links in particular some 
European, Middle East and African colleagues 
and will exchange ideas through skype 
meetings and internet. It prepared a short 
summary of literature for a first workshop in 
Copenhagen (see programme beneath). After 
that meeting it intends to prepare a joint 
publication, the form of which is still to be 
decided. Any colleague wanting to share their 
experience or views in this matter is welcome 
to contribute to this group. 
 
I hope this account of activities will inspire 
young colleagues to take the lead and 
continue the work started as our steering 
group needs renewal in Rio. As not everybody 
in our network will be there we plan to organise 
the representation by internet exchange 
according to agreements to be made during a 
steering group meeting in Copenhagen.   
 
LEO PAS  
 
CONVENOR OF WONCA SIGFV 
	
	

	



	

	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
PACTS – An innovative Primary care program Advancing Competency 

To Support family violence survivors 
 
 
 
 
The PACTS open access online teaching and 
learning resource, concerning family violence, 
has been designed for use with primary health 
care students. The resource teaches the basic 
background on family violence (including scale 
and impact), as well as the skills needed to 
identify and respond to victims and survivors 
of family violence, and work in a multi-
disciplinary health care team in this context. 
 
PACTS is a multidisciplinary resource that 
changes knowledge and attitudes to family 
violence across the primary care disciplines. 
 
For more information, the website: PACTS 
  
 
The project team who deveolped the PACTS 
online resource and the discipline experts who 
contributed: PACTS TEAM 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
The program includes 6 learning modules that 
include videos, short lectures, self-reflection 
activities, and quizzes, which cover the 
following topics: 

• Module 1: Defining "family violence" 
• Module 2: Identifying and recognising 

family violence 
• Module 3: Assessing and responding 

to risk 
• Module 4: Responding well 
• Module 5: Management and referral 

pathways 
• Module 6: Safety, reflection and self-

care

2. TRAINING 
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Strengthening Health System Responses to Gender-based Violence in 

Eastern Europe and Central Asia 
	
	
	
	
 
 
 
 
 
 
 
 
 
 
 
 
 
"Strengthening Health System Responses to 
Gender-based Violence in Eastern Europe 
and Central Asia - A Resource Package" 
developed jointly by WAVE and UNFPA 
Regional Office for Eastern Europe and 
Central Asia provides tool for health care staff, 
management of health facility and policy-
makers, with a focus on the region of Eastern 
Europe and Central Asia. 
 
The training package aims to provide a 
comprehensive introduction to GBV and the 
health sector’s response. Therefore, it targets 
training participants with little or basic training 
in this field. 
 
The training package has been designed for 
health care professionals who are in direct 
contact with survivors of GBV. This includes 
doctors, but also nurses and midwives, who 
are of particular importance in remote rural 
regions. The package mainly addresses the 
level of non-specialized primary health care, 
which normally provides the first and most 
critical point of contact for women survivors of 
GBV seeking medical help. Additionally, the 
training package may also provide relevant 
guidance for secondary health care settings,  

 
 
 
 
 
where women survivors may be referred to by 
primary health care providers. 
 
It is of relevance for health care professionals 
based in hospitals, clinics or health centres, as 
well as resident doctors and other health care 
providers working in non-hospital settings.	
 
The training package proposes a training 
curriculum consisting of ten modules, for a two 
and a half-day training (chapter 3). Each day 
is calculated with 6-6,5 hours of training 
sessions. It is recommended to factor in a 1 
hour lunch break and two coffee breaks of 15 
minutes each (may be adapted by the trainer). 
This outline proposes a core structure for a 
training, which may be adapted by the trainer, 
for example by adding energizers of ice-
breaker exercises. 
 

	
	
	
The	 WONCA	 IGFV	 was	 represented	 by	 our	
convenor	in	the	cluster	workshops	developed	
in		Belgrade,	Serbia	for	health	professionals	on	
gender-based	 violence,	 in	 Kazakhstan	 and	
Georgia.		
	
For	more	information:	WEBSITE	

2.2.  TRAINING THE TRAINERS 
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What are family physicians and medical students  
taught about family violence? 

Mapping	Family	Violence	Curriculum	in	Asian	Pacific	Nations	
	
 
Family Violence (FV) is a global epidemic – 1 in 3 women have experienced intimate partner violence 
(IPV) and 1 in 4 adults have experienced child abuse. FV has many acute and long-term health 
complications but doctors are poor at identifying and managing it. Lack of medical training is thought 
to be a key barrier; yet very few studies explore current training, with no studies from Asian Pacific 
Nations 
 
This project provides a snapshot of current FV education to family physicians and medical students, 
and compares it with the WHO curriculum recommendations. 
 
 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
 
Methods 
28 programs (19 pre-service medical schools 
and 9 in-service family physician programs) 
across 10 Asian and Pacific countries were 
surveyed. 
The survey detailed teaching in IPV, sexual 
violence, child abuse and elder abuse. One 
representative from each program, such as 
course co-ordinator or senior lecturer, 

answered the survey. International 
participants were mainly recruited through the 
WONCA Special Interest Group in Family 
Violence (SIGFV) and the WONCA Working 
Party: Women and Family Medicine 
(WWPWFM), I met many inspiring 
researchers and doctors from around the 
globe and gained a wealth of knowledge, 
skills, insights and experiences.	 

Table 1: List of Asian-Pacific Countries surveyed 

Australia Sri Lanka Singapore Malaysia Philippines 

New 
Zealand Myanmar Japan Pakistan Indonesia 

WWPWFM at University of Philippines 

2.3.  PRE AND POSTGRADUATE TRAINING  
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Results  
While some programs offered good FV 
training, most did not meet the WHO 
standards and lacked a well-planned 
curriculum. IPV and sexual violence teaching 
received more focus in Australian programs 
compared to Asian programs. No significant 
differences were noted between pre-service 
and in-service programs. Key barriers to FV 
education included limited curricular time, 
logistics and poor attitudes to FV. Key 
facilitators included faculty support, formal FV 
curriculum and trained teachers.  

 
 
Conclusion 
A formal FV curriculum is needed, especially 
for IPV and sexual violence teaching in Asian-
Pacific programs.	 
Further development of in-service family 
physician programs is required. The focus 
needs to shift from basic knowledge to 
advanced skill development in order to meet 
the advanced educational needs of family 
doctors. 
The evidence based recommendations from 
this study can be implemented in the 10 
countries surveyed, and help improve FV 
education internationally.  
 

Mehul Srivastava 
Student: MBBS (Hons) BMedSc (Hons)  
Monash University, Australia 
Researching in Family Violence Curriculum in 
Asian Pacific Nations,  
with the support and supervision 
of A/Prof Jan Coles. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2: WHO and Pan American Health Organisation Expert Meeting 

Curriculum Recommendations 

Formal evidence based curriculum Mandatory teaching 

Delivery of teaching: 

- Interactive face to face teaching AND 

- Online web based teaching 

Content should include: 

- Basic knowledge 

- Promotion of positive attitudes 

- Skill development  

- Multi-sectoral team approach  

Skills based training 

- Learning activities (case studies, role 

plays) 

- Online modules (videos, quiz) 

- Clinical placement or site visits 

Minimum teaching time should: 

- Allow for basic skill development 

- Prevent doctors from causing more 

harm than good 

- 4-6 hours suggested 

Formal Assessment Specific training for FV educators 

Advanced  
Skills	

Basic 
Knowledge 

Current  
in-service level  

Recommended   
in-service level 
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IRIS was the first European randomised 
controlled trial of an intervention to improve 
the health care response to domestic violence 
and abuse. It aimed to determine the cost-
effectiveness of a general practice based 
domestic violence training and support 
programme and measure two outcomes: 

• Referral of women to a domestic 
violence agency providing advocacy 

• Recording of disclosure of domestic 
violence in the patient's medical 
record 

It took place in Bristol and Hackney in 48 
practices during 2007-10. 12 practices in each 
site were allocated to the intervention part of 
the trial and 12 in each site were in the control 
part. 

Women attending intervention practices were 
22 times more likely than those attending 
control practices to have a discussion with 
their clinician about a referral to an advocate. 
This resulted in them being six times more 
likely to be referred to an advocate. Women 
attending intervention practices were three 
times more likely than those attending control 
practices to have a recorded identification of 
DVA in their medical record.  

(The full trial paper can be found in 
our Publications section.) The results also 

showed IRIS to be a cost effective 
intervention. 

After the trial, Bristol PCT and Public Health 
City & Hackney both commissioned the IRIS 
model which continues to date in both areas. 
The Health Foundation who funded the trial  

agreed a further two years' funding for phase 
2 of IRIS to implement the model nationally in 
other areas of the UK. The national IRIS team 
provides commissioning guidance and a 
training for trainers' programme to support 
areas to implement the model. 

The project was replicated into a training 
package tested in emergency care and 
maternal services in 5 Eu countries using 
internationally trained clinical leads and 
domestic violence advocates to organise 
casefinding and referral to specialised 
services.  
 
With the Europrev network we audited the 
resulting Implement programme. Evaluation 
shows that the main limiting factor to his 
stepped care model is still disclosure at 
practice level.  
 

For more information: IRIS 
AND  IMPLEMENT

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 
 

2.4. TRAINING SUPPORT AND REFERAL PROGRAM 
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Invitation Symposium at 
Radbound University 

medical centre 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

A TRIBUTE TO 
SYLVIE LO FO WONG 

 
 
Several presentations were held 
during the Invitation Symposium at 
Radbound University Medical Centre 
the 28th and 29th of April 2016, in a 
tribute to one of the mayor pioneers of 
our network who retires from office this 
year. She was honoured with the order 
of Oranje Nassau, she received the 
Royal distinction from Ahmed 
Aboutaleb, Mayor of Rotterdam.  
 
Lo Fo Wong works at the Primary 
Healthcare department and managed 
to draw more attention from general 
practitioners for child abuse and 
domestic violence.  
 
She earned her PhD on the topic of 
GPs identifying and discussing partner 
violence with their patients, developed 
a great number of training programmes 
for doctors in primary healthcare and 
instructed medical students on these 
themes. She also took part on behalf of 
the Dutch College of General 
Practitioners (NHG) in establishing 
nearly all multidisciplinary guidelines in 
the area of child abuse and domestic 
violence. 
 
The symposium was divided in two 
sessions under the theme: “Family 
Violence: where do we stand in 
research and education?”.  
 
During the morning a series of keynote 
speaches were hold by our bright 
colleagues: Gene Feder, Lorraine 
Bacchus and Angela Taft, followed by 
the presentations of some of their PhD 
students interventional researches.  
 
During the afternoon session Sylvie 
demonstrated again her pioneer work 
on interactive training.  
 
In her word of thanks she indicated that 
she will further support our Special 
Interest Group Work actively.  
 
Thank You Sylvie! 

	

Sylvie	Lo	Fo	Wong	received	
the	Royal	distinction	from	

Ahmed	Aboutaleb,	Mayor	of	
Rotterdam.	

Members	of	the	WONCA	SIGFV	attending	the	Invitational	
Symposium	in	Nijmegen	
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Some discussions of this meeting are reflected 
beneath. 
 
PREVENTION AND DETECTION 
Carmen Fernandez (Valladolid, Semfyc) 
further reflected on the roles for GP/FM. 
Primary prevention of family violence should 
be developed mainly in the educational 
system, in the family, the society, social 
media, etc …as it is a social challenge.  
Primary Care can contribute to primary 
prevention through involvement in community 
action, collaborating with the educational 
system (school education and high school 
training, supporting women associations….). 
Specific points for attention could be education 
for health e.g. consultation of youth and 
teenagers , maternity & paternity education 
during pregnancy. 
 
We were informed about the new results 
recently published by the SASA project in 
UGANDA showing the effect of community 
actions on intimate partner violence and 
attitudes (Table beneath). 
 
 
 
 
 
 
 

 
Consensus is however that the mayor roles for 
GP/FM are increasing disclosure and first 
basic support by identifying vulnerability and 
risk situations and intervening when it is 
possible. 
A planned case finding approach using 
specific standard questioning is proposed as 
minimum: 
 

1. It is not possible to define a 
population at risk Gender violence 
affects all ages and all social 
conditions; the onset of the symptoms 
is not immediate; symptoms or signs 
are not appearing usually early. We 
can only identify situations of particular 
vulnerability. 

2. Without asking, only a small 
proportion of physical abuse is 
detected.  

Without asking, the most common of 
the abuses which is the psychological 
one, can’t be detected. According to 
some studies, there was no previous 
suspicion in positive cases in an 
elevate percentage. To ask enables 
the professional to detect it before 
symptoms appear. 

3. The diagnostic test is the 
anamnesis, the question. The 
diagnosis is done by the woman 
herself, when she confirms the abuse. 
Exploratory questions or validated 
brief questionnaires like WAST or 
other types are recommended. 

4. The acceptability of the women is 
high. Being a routine enquiry, it 
"normalizes" it and it doesn't 
stigmatized: "We are asking all the 
women". Numerous studies are 
agreed of the good acceptability by 
women. 

Sylvies’ work and the IRIS project show that 
after the training detection increases 4 to 6 fold 
in primary health care. The Weave project 
further shows that using simple 
communication strategies after disclosure 
GP/FM can reduce at least depression and its 
consequences (Heagarty and al)   
 
 
After disclosure the minimum support to be 
provided is : 

• Identification of the expectations and 
needs of the victim 

• immediate safety assessment  

• active listening 

• Referral  

• Following up - coordinated care 

Studies indicate the need to pay proper 
attention during continuing professional 
development to resistances among 
professionals.  
Nena Kopcavar (Ljubliana University) 
illustrated barriers with an enquiry performed 
among Slovenian Pond project participants:  

Abramsky	T,	et	al.	J	Epidemiol	Community	Health	
2016;0:1–8.	doi:10.1136/jech-2015-206665	

3. NIJMEGEN MEETING 
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To involve health care professionals Angela 
Taft (Melbourne) shared results from the 
project MOVE. Improving our colleagues’ 
involvement in disclosing family violence 
requires identifying and understanding the 
ways how they make sense of the promoted 
intervention (coherence), how they engage 
with it (cognitive participation), enact it 
(collective action) and appraise its effects 
(reflexive monitoring).   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
By paying attention to these issues specifically 
in an intervention to increase nurse screening 
during pregnancy MOVE showed participants 
felt more confortable to ask questions, feel 
safer when visiting high risk families, used the 
practice materials provided more actively 
(guidelines, carepathway chart). It was 
concluded that any project design for their 
involvement should be more health care 
professional focussed and meeting their 
needs as well as those of their patients.	

Table : the most frequent indicated barriers by health care participants to 
training in POND project 

	

For further information:  
POND project 
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Priorities for Domestic Violence 
and Abuse research in primary 

health care : a discussion paper. 
 
When thinking about priorities for research, it 
makes sense to identify low priority questions, 
as well as high priority ones, to stimulate 
debate. So I start with research questions I 
do not want to prioritise: 
 
What is the best method for identifying 
patients in primary care who are 
experiencing of DVA (aka “Should we be 
screening patients)? 

 
There has been a series of studies on the 
effectiveness of screening of patients for DVA, 
yet no compelling evidence that screening is 
more effective than other methods of 
identification, such as case finding or clinical 
enquiry. There is a variation in Europe and 
internationally with regards to identification 
policy in health care settings, although even in 
those countries which ostensibly have a 
screening policy, it is poorly implemented and 
identification rates in health care settings 
remains low.  I propose that we do not invest 
in further research on methods of 
identification. Different programmes will use 
different methods, but the key is that the 
clinicians asking about DVA are trained in how 
to ask and how to respond appropriately and 
safely when patients disclose abuse. Asking. 

We know that survivors of DVA will generally 
not disclose unless they are asked and that 
health care settings, particularly the space of 
primary care/family medicine has the potential 
to be a safe space for disclosure, support and 
linkage to specialist DVA services. But we 
need to shift our research activity away from 
identification towards effective response, 
support and further interventions.  
 
What is the prevalence and incidence of 
DVA among women in primary care 
settings? 

 
We have many cross-sectional prevalence 
surveys at a population level across European 
countries and some from primary health care 
settings. From a European and international 
perspective, I do not think we need more 
cross-sectional surveys in primary care (or 
other health care settings) for scientific 
reasons, as we know that the prevalence will 
always be higher than in the population as a 
whole. The counter-argument to a moratorium 
on cross-sectional surveys is political rather 
than scientific:  country or even region-specific 
surveys in health care settings may be useful 
for prompting the funders/commissioners of 
health care to fund DVA training and support 
services.   
 
 
So, having articulated what, in my opinion, are 
low priority research questions, what are the 
high priority questions? 
 
How should primary care respond to 
perpetrators of DVA? 

 
Men who use abusive behaviour are our 
patients too. Yet we don’t know how or, 
indeed, whether to engage them about their 
abuse. This is partly because of uncertainty 
about interventions, either group or individual 
programmes for these men. There is also the 
overlap between men using abusive behaviour 
and men experiencing themselves or 
presenting themselves as victims. We need 
research on how clinicians can respond to 
men using and/or experiencing abusive 
behaviour and better quality trial of 
interventions for men who are worried about 
their behaviour towards their partner, wife or 
another adult family member.  
 

4. RESEARCH PRIORITIES 
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How do we extend training and referral 
pathways to achieve a safe and effective 
response to all survivors and their 
children? 

 
Most research on primary health care 
responses to DVA, such as the IRIS  trial, have 
focused on the needs of women survivors, 
consistent with the greater prevalence and 
severity of abuse perpetrated against women. 
The needs of male survivors has received 
relatively little attention within primary health 
care settings. To inform our response to male 
survivors of DVA we need better epidemiology 
of DVA against men, qualitative research on 
their experience (and needs) and  studies of 
interventions. As with research on female 
survivors, this requires collaboration with the 
specialist DVA sectors/agencies in each. The 
same rationale applies to the needs of LGBT 
survivor of DVA.  There is relatively more 
epidemiological, qualitative and intervention 
research on the needs of children exposed to 
DVA. Yet we do not really understand the role 
of the primary care clinician/family physician in 
addressing those needs. Referral of all 
children exposed to DVA to children’s social 
services is neither feasible nor necessarily in 
the child’s best interests. We need qualitative 
and intervention research to inform what we 
can do within primary care/family medicine. 
 
 
 
 
 
 
 

 
How can we improve interventions for 
women who have disclosed DVA to their 
family doctor or primary care clinician? 

 
DVA advocacy can reduce further abuse and 
psychological therapies can improve mental 
health outcomes for women who have 
experienced DVA. But the effects of these 
programmes are modest. We need to enhance 
advocacy and develop better interventions 
within DVA agencies, where they exist, and 
also enhance and extend the response of 
primary care/family medicine with 
interventions like weave, which used brief 
counselling of DVA survivors by GPs.   
 
What does trauma-informed care mean for 
the health care response to domestic 
violence? 

 
I think we under-estimate the vicarious trauma 
experienced by primary care clinicians (and 
DVA advocates) when engaging with survivors 
of DVA. This will also effect DVA researchers. 
We need research, particularly qualitative 
studies, to better understand this vicarious 
trauma and how to help clinicians, advocates 
and researchers manage the impact of 
hearing the stories of their respective patients, 
clients and participants.  
 
Gene Feder 
 
University of Bristol 
May 2016 
 
	 	

 
We invite all members of WONCA World to contact us to contribute their views  

on priorities in research by clicking following link: RESEARCH PRIORITIES  
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Preamble 

 
According to the resolution of the World Health Organization (WHO 1996 and 69th World Health 
Assembly, May 25, 2016) the “Global plan of action is  to strengthen the role of the health 
system within a national multisectoral response to address interpersonal violence, in particular 
against women and girls and against children”. 
 
Global prevalence figures indicate that in 2010 that over one in three women worldwide have 
experienced physical and/or sexual intimate partner violence or non-partner sexual violence in their 
lifetime (WHO 2013).  There is now overwhelming evidence that family violence (defined as intimate 
partnetr, child abuse or elder abuse)  is a global public health problem, due to the short and long 
term damage to individuals, families, communities, health care systems and states. Family violence  
is more prevalent than the epidemics of chronic disease and presents a major challenge for family 
medicine (need ref for this). 
  
Although intimate partner violence (IPV) is the most frequent form of family violence, this also 
impacts on children and older people within the family. Violence can negatively affect women’s 
physical, mental, sexual and reproductive health, and may increase vulnerability to HIV (WHO, 
2013). The impact on children is associated with higher rates of infant and child mortality and 
morbidity (WHO 2013). Children who witness violence in the home are more likely to experience 
behavioural and emotional problems that may be associated with perpetrating or experiencing 
violence later in life (Coker et al.2000, Coker et al.2002). The impact of violence on the elderly 
increases their fragility, causes deterioration of their chronic disease and increases mortality. The 
healthcare, social and economic costs of family violence are enormous (Krug et al, 2002; Tjaden P 
et al, 1998). 
	 	

Call to action to all colleges and  academies of GP/FM,  
and to all allied networks in primary health care. 

 
 
Family violence represents a challenge for family medicine. All colleges and academies in WONCA 
should address family violence policy and implementation as a matter of urgent priority in order to have 
their members supported and resourced to manage this common problem in the practices effectively 
and in an evidence-based manner. We therefore make the following recommendations: 
 
Recommendation 1: WONCA should encourage each national college to develop its own 
policy and implementation strategy on family violence including child abuse, intimate partner violence 
and elder abuse. 
 
Recommendation 2: WONCA should encourage national colleges and academies to promote basic 
training for family medicine on disclosure and support for family violence survivors and their children. 
Such training should prioritise safety , confidentiality and non-judgmental responses. It should also 
recognise the critical need for a systems approach and adequate response for family practitioners to 
undertake this important and difficult work. 
 

WONCA SIGFV  STATEMENT  ON  TRAINING  
AND CALL TO ACTION TO COLLEGES AND ACADEMIES 
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Primary healthcare with its low-threshold access, continuity of care and community oriented  
activities is an ideal environment for detecting family violence and providing confidential support to 
those affected. Due to patient and provider barriers only 1 in 20 victims of family violence is 
recognized in primary setting.  Fundamental to effective policy and practice are the resources and 
support to provide training to family practitioners in the field.  
In many countries in low/middle income countries family violence training has been severely lacking, 
resulting in low involvement in detection and referral to specialised services. Training and adequate 
practice management can increase drastically the detection and referral to specialized services (ref 
IRIS Feder et al, Lancet 2006). Victims hope that doctors will take the initiative (Ref Feder et al, qual 
meta-analysis). 
According to WHO recommendations, an assessment of the prevalence of family violence should 
be completed in each individual country and protocols for care should be developed (Dahlberg and 
Krug, WHO, 2002). Awareness raising and training programmes for healthcare professionals are 
essential for effective identification and treatment of FV victims. WHO has established clear 
guidelines on health care involvement (WHO 2013) and a number of international training packages 
are already available online. 
 

 
 

Recommendation 3: WONCA should contribute to the accreditation of family medicine practices and 
practitioners and the development of primary care based research and development of performance 
and outcome measures on how general practitioners and primary care teams, community and the 
health system in each of our member nations can evaluate their family violence care and 
implementation strategies.  
 
Recommendation 4: WONCA should assist in making practice information on primary care of family 
violence accessible on national and international web sites sharing information and quality resources 
where possible; practice information should be consistent with the necessity for interdisciplinary 
collaboration for care, advocacy and legal support of survivors and their children. 
 
Recommendation 5: WONCA policy and practice guidelines should recognise the need for culturally 
safe strategies for vulnerable groups and adaptation of care to health care settings and cultural 
situation recognising the differing systems and resources in high/middle and low income countries.  
 

We call on  all member colleges, academies and allied networks to make a coordinated 
and continuous effort to increase training at undergraduate, graduate level and in 
continuing medical education for general practice and family medicine to improve 
identification and support/referral of victims of child abuse, intimate partner violence and elder 
abuse. In such training due attention should be given to psychological violence, physical 
violence and sexual abuse, including special forms such as stalking, neglect, honour based 
violence and genital mutilation. Safety, confidentiality and non-judgmental and supportive 
responses are essential. 
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Principles to increase involvement of primary health care. 

 
STATEMENT  ON  TRAINING DEVELOPPED AT NIJMEGEN MEETING 

 
Nena Kopcavar, Carmen Fernandez Alonso, Raquel Gómez Bravo, Lorraine Bacchus , Hagit 
Dascal, Jocyce Kenkre, Angela Taft,  Gene Feder, L Pas  
 
 
National and local initiatives need to : 

• Increase awareness of primary health care duty of care and promote the exemplary role of 
GP/FM 

• increase the knowledge of psychodynamics of family violence, 
• prioritise  detection and immediate support of victims,  
• increase communication skills, verbal and non-verbal, 
• improve practice management and collaboration with available advocacy and legal services, 
• increase awareness of the legislative framework in the individual country. 

 
While some will need to be adapted to the specifc needs of local settings the following essential 
content of training has been proposed: 

• knowledge: epidemiology, clinical presentation, different forms of violence, health 
consequences, use of healthcare services, risk factors, the role of GP/FP, available services, 
role of other carers, history and prognosis. 

• skills: complex communications skills, including active listening and patient-centred care 
• attitudes: avoid victime blaming, increasing self confidence, favoring readiness to consult, 

consciousness of the influence personal standpoints and barriers and the necessity of a 
professional non judgemental approach  

• Women's journey to safety (stages of change) and the time this may take – the importance 
of women-centred goals and problem solving. 

 
To be effective, training should ideally encompass a combination of different methodologies, 
be experience based and interactive, and foresee monitoring and feedback  (Zaher E, Keogh 
K, Ratnapalan S. 2014). 
 
Examples of effective skills oriented initiatives are as exemplified in the project Weave: active 
listening exercises Gunn (2006), attitudinal exercises (Warshaw, 2006) , focus on stages of Change 
(Chang, 2005) such as role play exemplified (Frasier, 2001), use of survivors of Changand modeling 
of respectful behaviors in interactions with GPs (Warshaw , 2006). It should include comprehensive 
training in recognising and responding (Lo Fo Wong 2006)  and may benefit of interdisciplinary 
training setting (POND, Slovenia 2014/2015). Examples of effective practice management initiatives 
are increasing visibility of awareness of the practice about family violence, establishing local care 
pathways, involving domestic violence advocates in practice or actively liaising with social services 
or shelters (Implement). 
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WONCA	SIGFV	is	willing	to	provide	support	and	expertise	to	such	initiatives	which	should	include:		

1. A	disclosure	strategy	(recognising	signs	and	symptoms,	asking	adequate	questions	in	case	
of	suspicion,	responding	to	victims`	needs	and	expectations,	keeping	medical	records).	

2. Immediate	safety	assessment	with	due	attention	to	partners	as	well	as	their	children	
3. A	safety	promoting	strategy	for	mayor	or	life	threatening	situations	or	imminent	escalation	
4. A	management	protocol	or	care	pathway	with	clear	task	definitions	and	referral	procedures	

(clinical	care,	responding	to	patient`s	readiness	for	action,	fulfilling	legislative	obligations)	
5. A	protocol	for	sharing	information	in	an	interdisciplinary	approach	and	collaboration	with	

other	care	settings	and	with	law	enforcement	services.	
6. Follow-up	procedures	and	documenting	care		
	
We	invite	all	members	of	Wonca	World	to	contact	us	to	identify,	describe	and	disseminate		
existing	training	projects	and	practice	support	in	their	countries.	
(http://www.globalfamilydoctor.com/groups/SpecialInterestGroups/FamilyViolence.aspx)	
 
 
 

 
 
 
 
 
 
 
 
 
 
	

 
FAMILY VIOLENCE TRACK DURING  

WONCA EUROPE CONFERENCE COPENHAGEN 
	
VASCO DA GAMMA PRECONFERENCE PROGRAMME (INSCRIPTION THROUGH VDGM 
NEEDED) 
 
 
TUESDAY 14 JUNE 11-17 pm WORKSHOP ON FAMILY VIOLENCE 
 
The objective of this workshop is clarify the primary health care role and collaborative care related 
to differences in health services settings and barriers in practice. Although there is an increasing 
awareness for this health problem, we often feel still insecure about the approach sometimes even 
fearing the disruption of the doctor-patient relationship. 

 
We invite all members of WONCA World to contact us to identify, describe and disseminate  

existing training projects and practice support in their countries. 
To contribute, please click in this link: STATEMENT 
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The aim of this workshop is to equip family doctors and trainees with some tools to improve 
awareness of family violence issues as well as increasing confidence in the identification and 
management of these cases. Through a dynamic and interactive workshop we aim to encourage 
participants to reflect on concepts of family violence and the practice guidance in order to recognize 
and manage partner abuse, child abuse and elderly abuse better.  
In the first session of the WS the participants will discuss the principal features regarding family 
violence. The influence or our own attitudes and barriers to good clinical care will be explored. 
During the second session, participants will work in small groups on different case scenarios, 
discussing diverse family violence presentations defining how professionals could deal with different 
situations within primary health care. 
Finally, on the last session we will be exploring the limits of primary health care in attending family 
violence victims and how can we participate in a collaborative care within this problematic. 
 
Correspondence: Miss Nina Monteiro, ACES Aveiro Norte, UCSP Vale De Cambra, Porto, Portugal. 
E-mail: nina_monteiro@netcabo.pt  
	
 
THURSDAY W08 16 JUNE 2016 10:00 - 11:15 Meeting Room BM2  
 
The tight relationship between mental health and family violence: practice and training 
implications EUROPREV-WONCA SIGFV joint WS 
 
EUROPREV is organised in several working groups to define effective preventions strategies for 
health behaviour change, and also prevention of mental health problems. CV risk shows an equally 
strong relationship between lifestyle (e.g. alcohol use and dietary behaviour), anxiety, depression, 
and all these factors relate to ….family violence. 
 
A working group is studying in collaboration with WONCA SIGFV the relationships between family 
violence and substance abuse, anxiety disorders, depression and eating disorders. These topics are 
rarely adequately addressed in primary care, nor in mental health care attention is paid to the 
relationship with family violence. The group intends to develop a practical approach from a primary 
care point of view.  
Case presentations will be used to illustrate mental health problems among different forms of family 
violence. The audience will be invited to reflect on conceptual models for improving detection, 
assessment and counselling in situations where mental health and family violence are intertwined. 
 
Correspondence: Leo Pas, University Leuven, Belgium. E-mail: famviolence@gmail.com  
 
 
 
POLICY	MEETING	FOR	ALL	COLLEGES	AND	NETWORKS:	FRIDAY 17 JUNE 17.15-18.30 Room	179	 
 
 
FRIDAY S26  17 JUNE 10:00 - 11:15 Meeting Room 18 , S26  
How can we best respond in primary care to domestic violence ? 
Kelsey Hegarty, Maggie Evans, Anna Dowrick, Leo Pas   
 
This symposium aims to highlight key recent evidence from the UK and Australia to stimulate 
discussion on how best to respond in clinical practice to women and men in relationships where 
domestic violence is occurring.  

• The Programme of Research on Violence in Diverse Domestic Environments (PROVIDE) 
which aimed to improve the response of the UK National Health Service for people 
experiencing abuse and perpetrators of abuse. In particular, a psychological intervention 
delivered by advocates will be highlighted that improved mental health outcomes for women 
seeking help from services;  
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• A Researching Abuse and Violence program of Australian research aimed to improve the 
safety and well-being of women, men and children. In particular, a trial of an online healthy 
relationship tool and safety decision aid will be demonstrated and preliminary outcomes 
discussed.  

• A stepped care model with family justice centre (Belgium) will be illustrating new ways of 
collaborating in care.  

• Finally, sustainability of interventions in general practice aimed at women in the UK, Europe 
and Australia will be discussed.  

 
This will then be followed by an interactive discussion on what are the next steps in intervention 
development for patients attending general practice who are in relationships where domestic 
violence is happening. Participants will discuss to what extend detection, counselling, risk 
assessment and follow up can and should be responsibilities of the primary care team whilst taking 
into account differences in respective country facilities and cultural differences. 
 
Correspondence: Kelsey Hegarty, Department of General Practice , Faculty  Medicine, Dentistry 
and Heatlh Sciences,  The University of Melbourne, Australia;  k.hegarty@unimelb.edu.au 
 
 
SATURDAY 10:45 - 12:00 Auditorium 12 W95 VdGM Workshop  
Structural and intimate partner violence: empowering family doctors with identification and 
management tools  
A valuable insight into structural violence, stereotypes and family violence is the first step towards 
early detection, as awareness is the first step to change. The aim of this workshop is to equip Family 
Doctors and trainees with a set of tools that should improve awareness of structural violence issues 
as well as increasing confidence in the identification and management of intimate partner violence.  
After a brief introduction on structural violence, gender roles and fundamental theoretical aspects of 
Family Violence, participants will be divided into groups to discuss different scenarios that arise in 
daily practice.  
Groups will then report the results of their discussion for a final discussion on inequalities and Family 
Violence management in Primary Care.  
 
Correspondence: Miss Nina Monteiro, ACES Aveiro Norte, UCSP Vale De Cambra, Porto, Portugal. 
E-mail: nina_monteiro@netcabo.pt  
 
	

ACTIVITY	 WHERE?	 WHEN?	
VDGM PRECONFERENCE Panum Institute, Nørre Allé 

20, 2200 København N 
Tuesday 14 June and Wednesday 15 June 

WORKSHOP: 943 - W08 - EUROPREV and WONCA 
Special Interest Group on Family Violence Joint 
Workshop 
The tight relationship between mental health and family 
violence: practice and training implications 

 
 

Meeting Room BM2 

 
 

Thursday 16 June 
10:00-11:15h 

682 - S26 – Symposium 
How can we best respond to women experiencing 
domestic violence? 

 
Meeting Room 18 

 
Friday  17 June  
10:00-11:15h 

POLICY MEETING FOR ALL COLLEGES AND 
NETWORKS 

 
Room 179 

 
FRIDAY 17 JUNE  
17.15-18.30  

242- W95 - VdGM Workshop 
Structural and intimate partner violence: empowering 
family doctors with identification and management tools 
 

 
 

Auditorium 12 

 
Saturday 18 June 
10:45-12:00h 

 
 
 
 


