Providing Effective Psychosocial Support for Survivors of Gender-based Violence

Mendy Marsh & Mike Wessells, CCF

CCF recognizes that the complexity of ending GBV requires intervention based on the “best-practice” multi-sectoral model of prevention and response, to support and ensure that survivors have access to services from the fundamental health, psychosocial, security, and legal justice sectors.  Given that the consequences of GBV can be social, physical, emotional spiritual, and psychological, and that each woman and girl
 experiences GBV differently depending on her age, culture, religion, ethnicity/tribe, and economic status, individual-level interventions must be targeted, yet characterized by the unique needs of each survivor.  On a broader level, GBV can inflict harm not only on the individual survivor, but on her family and on the community. Therefore, intervention cannot be limited to the provision of direct services to meet the myriad needs of women and girls but must also engage in secondary and primary level interventions to prevent GBV.  

Addressing gender-based violence requires collaboration between local and international non-governmental organizations to provide medical, legal, security/protection, psychosocial and community support services; building the capacity of individuals and systems to address the causes of GBV through a coordinated, integrated multi-disciplinary approach among the health, psychosocial, protection, and legal justice sectors; and promoting the full participation of the target communities. In this integrated approach, psychosocial support is not limited to means such as counseling, as this is only a small part of a much wider set of supports that are needed. Consistent with the recently developed IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings, an important means of providing psychosocial support is to integrate psychosocial elements into multi-sectoral services. Often, effective psychosocial support is achieved through the way in which health, legal, and justice supports are provided. In fact, the failure to take such an integrated approach often causes harm, as can occur when police who question survivors subtly or explicitly communicate to a survivor their assumption that she is to blame for the assault.

When it comes to psychosocial response CCF recognizes the dynamic interplay between physical, emotional, social, cognitive and spiritual elements; the importance of having appropriate care and protection; and the centrality of social integration, including ability to enter meaningful social roles.  And, when it comes to providing effective psychosocial support for survivors we recognize that this does not only mean the delivery of direct one-on-one response services.  The approach must be holistic to meet the needs of women and children while also adopting measures to reduce their risk of violence.  The events of the past cannot be the only focus when aiming to address psychosocial needs related to GBV. Too often, humanitarian agencies assume that the trauma associated with the assault is the main psychosocial problem, whereas survivors often say their greatest sources of distress are their isolation and stigmatization, their continuing exposure to threats of GBV in daily settings, their lack of money to meet basic needs, or their inability to be effective mothers since they are so poor.

It is essential to provide ongoing psychological assistance, which requires the training and on-going supervision of social workers, health workers, community services workers, the police, and justice workers; confidentially gather and document client data; and facilitate referrals for other services. Education and income-generation projects are also considered under the umbrella of psychosocial programming within the multi-sectoral model of prevention and response to GBV. Education systems should ensure curricula include information on “safe touch,” healthy relationships, and basic human rights; institute codes of conduct for all teachers as well as training on identifying risk signs among children; and provide school-based services for children who have been exposed to GBV.  Income-generating projects should not only promote women’s economic self-sufficiency, but also monitor for domestic violence risks and integrate human rights education into project activities.  

In many contexts, there are few agencies and institutions whose activities do support the mental health and social well-being of women and girls who have been exposed to GBV.  In many situations, including emergencies, the severely mentally ill or disabled are at heightened risk of rape and other forms of GBV.

When it comes to the psychosocial aspects of addressing GBV, it is essential that social workers, counselors, teachers, community groups, community services advocates and representatives of the ministry responsible for social welfare engage in prevention and response activities. Engaging community influentials is a high priority since they can influence local attitudes and practices and help to build effective community supports and prevention campaigns. 

On the direct services level, a key point is that psychosocial support is not the responsibility only of social workers or people who have formal training in psychology or psychiatry. Because health workers are often among the first people who interact with survivors, it is vital that they understand and can provide psychological first aid. In other sectors, too, training is needed to build the skills that underpin the integrated approach outlined earlier. Staff and peer advocates must be adequately trained and supervised on how to communicate with survivors (listening skills, engagement etc…), provide information and referral services to facilitate survivor’s decision-making while avoiding advice giving; offer supportive discussion to help women regain self-esteem, recognize their strengths; identify healthy and unhealthy coping mechanisms; support safety planning (assessing for personal safety and support), effective case management, and confidential data collection; target support for the most vulnerable women and girls, especially returnees, singles mothers, widows and women who bear children as a result of rape and their children; ensure shelter or other services for women and their children who have been exposed to domestic violence and who do not want to return to their families; conduct community education campaigns on the effects of forced early marriage and the importance of girls’ successful completion of school and awareness of where and how to access social welfare assistance; support income generation activities through community-based cooperatives for skills training, literacy and information sharing on human rights and GBV; organize school-based education on safe touch, gender, and healthy relationships and reinforcing children’s capacity to deal with violence through peer support groups and games that allow for safe expression and exploration; engage community members in the development of social services for at risk women and girls and for GBV survivors; create safe (that are maintained by communities) places for women and girls to be together that are open to all women and girls so that individual survivors are not stigmatized; engage survivors in both individual and group activities to facilitate their social integration after exposure to violence; and encourage community members to recognize that they all have a role to play in stopping violence.

On the primary or policy level, key strategies are to develop polices for the provision of social services, including appropriate trauma treatment, with specific strategies to assist those most vulnerable while avoiding stand-alone trauma centers that stigmatize survivors and splinter what ought to be integrated mental health services; develop policies for the training of teachers on codes of conduct and school-based education on safe touch, gender, and healthy relationships; institutionalize policies that promote the social welfare of women and girls, including equal rights in marriage and inheritance, and access to literacy and income generation activities; promote strategies to ensure that social services (safe homes, emergency financial or services to meet the survival needs of survivors and their  children) for women and girls are adequately funded and widely available at no cost; develop strategies to increase the number of female teachers; ensure that women and children have protection from additional violence; and promote policies that ensure that girls who are pregnant can still gain access to education and training courses. .

On the secondary level, key strategies are to build the capacities of  local women’s NGOs to provide supportive services to women and girls and to coordinate with other sectors; ensure that social service institutions are accredited based on standardized guidelines; establish data collection systems at the service delivery level and monitor on-going incidents; train female teachers;  institutionalize codes of conduct for all teachers and give them skills to monitor GBV in the schools; organize women’s centers in every village; and establish income-generation activities for women in every village.

An adequate psychosocial response to GBV requires work to engage people across lines of age and gender. At all levels, it is essential to target youth and to engage older community members and leaders.  Working with both male and female youth leads to more sustainable changes in attitudes and discourages attitudes that accept GBV as normal and acceptable.  It is also vital to provide spaces  where both adult and young men can be together to discuss their attitudes and behaviors related to violence, masculinity and gender roles.

Providing effective psychosocial support also entails the effective mobilization of cultural resources. All psychosocial activities should be culturally relevant and promote positive cultural practices. A common error is to use only Western psychological approaches, which may overlook local understandings that have profound psychosocial implications. For example, in Sierra Leone, girls who had been raped by RUF members believed they were spiritually contaminated and were unable to eat off the same plate as other girls. This was understood as a collective affliction rather than an individual affliction of the kind that Western psychology focuses on. In Sierra Leone, CCF worked with traditional healers, who organized appropriate cleansing rituals. In some contexts, healing ceremonies might be developed only for those girls, women, and communities who request them and agree to carry them out according to the needs and desires of the girls and women themselves. It is important to ensure that ceremonies and other cultural practices do not inadvertently impart further harm to the girls, e.g. by mandating female circumcision.

Using locally appropriate language is an important part of organizing culturally grounded psychosocial response to GBV. It is valuable to provide community members with spaces to explore the GBV that takes place in their communities and to avoid pushing them to discuss what may be GBV using outsiders’ language of GBV, which may not allow them discuss the violence in a way that has relevance to their lives.  In many contexts the word ‘gender’ does not translate, and use of outsiders’ terminology may shift the power away from the community.  An important element of an empowerment approach is to enable community members to develop their own creative means of talking about GBV without stigmatizing survivors. Through these means, communities should explore how GBV is violence rooted in power inequities derived from rigid gender roles, how the roles men play in social relationships perpetuate GBV, and how men ought to contribute to the elimination of GBV. Ultimately, a holistic approach requires making GBV an issue not only for women but also for men.
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� Although boys and men, too, are often survivors of GBV, this paper focuses on girls and women because globally they are affected by GBV in profound, gendered ways far out of proportion to their numbers.





