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Abstract: 

Background: Violence Against Women (VAW) impacts 1 in 3 women worldwide, making it a 

significant public health problem. Most survivors will seek some form of care at healthcare 

facilities, often making hospitals a critical point of intervention. Psychosocial support plays a 

crucial role in the rehabilitation of survivors, helping them navigate the physical, emotional, and 

psychological consequences of violence. This study sought to assess the experiences of both 

Healthcare Workers (HCWs) and users of facility-based psychosocial care at a private, not-for-

profit hospital in Uganda.  

Methods: A qualitative design using in-depth interviews was employed to explore experiences 

and perspectives of eight survivors and nine healthcare workers at a private not-for-profit 

hospital in Uganda in 2023.  

Results: The psychosocial services included screening, medical treatment, mental health support, 

referrals, and follow-up care. Key challenges identified were: limited Healthcare worker capacity 

to provide psychosocial care, inadequate infrastructure to provide safe spaces for care; high loss 

to follow up rate; and poorly formed networks with other service providers. While survivors 

appreciated care, findings emphasized the need for enhanced staff training, more tailored 

support for survivors and awareness creation for response services at the facilities.  

Conclusion: While survivors value psychosocial services, gaps remain in staff capacity, 

infrastructure, visibility, and follow-up. A client-centered approach that protects privacy, enhances 

training, and strengthens referral networks can make care more responsive, comprehensive, and 

sustainable for women affected by violence  
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Introduction 

 
lobal Burden 

Violence against women remains one of the most 

pervasive yet under-addressed public health problem, 

with far-reaching health and social consequences.1 It is 

defined as any act of violence that results in, or is likely 

to result in, physical, sexual or psychological harm or 

suffering to women, including threats of such acts, 

coercion or arbitrary deprivation of liberty, whether 

occurring in public or private life.2 Globally, the lifetime 

prevalence of physical and/or sexual VAW is estimated 
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to be 1 in 3.3,4 In sub-Saharan Africa, a systematic review 

from 2008 to 2019 revealed majority of women suffered 

emotional violence (29.40%), followed by physical 

violence (25.87%) and sexual  violence (18.75%) ; East 

Africa was particularly highly burdened with reported 

emotional Violence ( 25%).5 

 

Health consequences 

Violence against women is associated with a wide 

range of negative effects. These include physical effects 

such as acute injuries and chronic pain ; sexual and 

reproductive health issues including abortions, chronic 

pelvic pain, and sexually transmitted infections; and 

mental health issues like post-traumatic stress disorder 

(PTSD), anxiety disorders, substance abuse, and suicidal 

behavior.6 As a result of its impact on women’s health, 

VAW accounts for a significant number of health facility 

visits.7, 8 Unless these consequences are addressed 

adequately, survivors may survive with sub optimal 

quality of life.9  

 

Role of Health systems 

Addressing VAW in health care system requires 

multidisciplinary and comprehensive approaches.10, 11 The 

primary goal of these services is to ensure holistic care, 

addressing physical, mental and social well-being of 

patients. Current healthcare designs for psychosocial care 

ensure an integrated psychosocial package alongside 

medico-legal services for survivors. These services should 

ideally include; medical treatment of VAW related 

physical trauma to protects them from further injury; HIV 

counselling and testing, post-exposure prophylaxis(PEP) 

for HIV, and contraception for survivors of sexual assault; 

counselling to address immediate mental health issues; 

medicolegal services and community referrals for 

appropriate reintegration into society.12,13 Despite the 

clearly known and documented roles of HCWs towards 

addressing VAW in health systems, there is still limited 

published information regarding general progress in 

adopting standards and practices, and their effectiveness 

in facilities in sub-Saharan Africa.  

 

Challenges in sub-Saharan Africa and Uganda 

The limited available evidence indicates that 

significant challenges persist, particularly in Africa. For 

example, in Kenya, patient engagement remains 

generally low, with fewer than 20% of clients returning 

for a second counselling session. Studies also reveal that 

healthcare workers often lack the capacity and time to 

address patients’ psychological and emotional needs.14 

Similarly, qualitative research in Blantyre, Malawi, 

highlighted that providers felt inadequately prepared to 

handle the psychosocial and mental health consequences 

of women who were survivors of violence compounded 

by staff shortages and a lack of clarity regarding the 

health sector's mandate and the definition and need for 

‘counselling’.15 Further still, a 2020 scoping review of 54 

studies from East Africa revealed that the current models 

of psychosocial service provision seem to be inadequate 

to meet the medical and psychosocial needs of survivors, 

defining the need to explore policy implementation.16 

 

Study rationale and objectives 

In the Ugandan context, many studies primarily 

address  the burden of VAW in emergency situations, 

despite a high prevalence of VAW in the general 

population of 56% married women aged 15-49 

years.17 Moreover, the provision of routine mental health 

care within public health systems is hindered by 

substantial challenges, including inadequate staffing, 

limited training capacity, and persistent barriers to 

service access.18 Consequently, providing psychosocial 

care within the health care framework could be even 

more challenging given the context and the constructs 

surrounding VAW. Despite these issues, there is a limited 

information regarding provider and user experiences; 

and available services within the Ugandan context. A 

qualitative survey in 2018 explored barriers and 

enhancers of implementation of international guidelines 

in Uganda however, it did not provide in-depth 

exploration of HCWs and user perspective nor document 

actual services that were provided in the health 

facilities.19  

This study aimed to explore psychosocial services 

available for VAW survivors at an urban hospital in 

Kampala-Uganda, and assess the user and provider 

experiences to identify service strengths, gaps, and 

recommendations. 

 

Methods 

Participants 

The research participants included eight survivors of 

violence, aged between 18 and 64 years, who had 

received services between February and March 2023. 

Participants were selected using purposive sampling. The 

majority (7/8) had survived sexual violence, while one 

had experienced physical violence. The study also 

included ten healthcare workers (HCWs) who provided 

care at stations managing survivors of gender-based 

violence (GBV) during the study period. These included 

counsellors at the HIV/AIDS clinic, a psychiatric nurse, a 

paramedical worker, a psychiatrist, medical officers 

(doctors), and general nurses (see Table 1). 
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Table 1: showing characteristics of Health Care worker 

participants 

HCW type No Gender 

Psychiatric Nurse 1 F 

Psychiatric clinical officer 1 M 

Counsellors 3 F 

GBV focal person 1 F 

Medical Officer 1 M 

Psychiatrist 1 F 

Manager General Out 

Patients 

1 F 

 

 

Each interview lasted approximately 45minutes to 1 

hour. Data saturation was achieved by the eighth survivor 

participant, at which point no new information regarding 

the facility’s services emerged. All HCWs directly involved 

in the provision of psychosocial care to survivors were 

included in the interviews. 

 

Study Setting 

The study was conducted in a non-profit hospital 

located in Kampala, Uganda’s capital city. The hospital is 

a key provider of psychosocial services for GBV, offering 

a comprehensive range of healthcare services, including 

mental health care. Its mental health services were 

administered by a psychiatric nurse and a clinical officer, 

with the support of a visiting psychiatrist available twice 

a week. Both inpatient and outpatient mental health 

services were offered, with complex psychiatric cases 

referred to national referral hospitals within a 10 km 

radius. 

 

Data Collection and Analysis 

Interview data were captured using audio recorders 

and transcribed verbatim. The transcripts were 

anonymized. Data analysis was conducted using "NVivo 

14 Lumivero." Codes were generated through both 

deductive and inductive approaches. The deductive 

approach involved analyzing data based on literature 

reviews, identifying trends in practices, and considering 

the views of VAW survivors and HCWs. Additionally, the 

inductive approach was applied by analyzing the data 

broadly based on the respondents' submissions. Themes 

were generated using content analysis to document the 

services provided, challenges faced, perceptions, and 

recommendations from HCWs and VAW survivors. 

 

 

 

 

Results 

 

We carried out a total of 17 in-depth interviews, of 

which 8 were with female survivors of violence against 

women (VAW) who had accessed services in the hospital 

between February 2023 and March 2023, and 9 

HCWs. The HCWs who typically interacted with VAW 

survivors at the out patients were included both men 

(2/9) and women (7/9). Participants were between the 

ages of 22 and 45 years. The HCWs included; General 

Out Patient Department (GOPD) staff, psychiatric clinic 

staff and the HIV/AIDs clinic Staff. 

 

Services 

The findings revealed that the hospital received 

patients from a broad geographical area beyond its 

immediate catchment. The majority of cases were 

referred by friends or community members familiar with 

the hospital's services. However, none of the participants 

were aware that the hospital provided psychosocial 

services for clients exposed to VAW before seeking 

care. 

Participants described a wide range of services 

available at the hospital (see Figure 1). Survivors 

seemed to have gained confidence in the facility 

throughout their treatment process. Most survivors, being 

survivors of sexual violence, were primarily concerned 

about acquiring HIV. Consequently, their main motivation 

for seeking health services was to access prevention 

services. 

One of the participants for example mentioned 

having been referred by a workmate to the hospital 

having suffered sexual violence; “So, Monday morning I 

shared my story with that guy my colleague and he is the 

one that told me about this Hospital. He told me that he 

had a sister working in this hospital that could help me. So, 

he called his sister, I went to This Hospital and I was able 

to receive the care I needed’’ KII VAW survivor 

Another client who had suffered physical violence 

was unaware of the services offered and came to the 

hospital solely due to her physical injuries. She did not 

know that she could also receive psychosocial care 

following a VAW event. ‘’We also just found these 

services here. Hadn’t we come, we would never have 

known’’ KII VAW survivor 
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Screening 

Although none of the VAW survivors described 

screening as their entry point to care, HCWs reported that 

screening for GBV was the first stage in providing 

psychosocial support to VAW survivors. The hospital had 

a triage area dedicated to these services, equipped with 

a screening tool and staffed by a designated psychiatric 

nurse. The nurses, trained and experienced in mental 

health and GBV, were responsible for screening all 

individuals attending care at the hospital to identify 

survivors. Screening a client at the triage seemed to 

provide an opportunity for them to access different 

services at the facility depending on their presentation “I 

majorly do assessments of patients at the triage, at the 

screening point and refer them to the metal health 

department and the different sectors within the hospital”. KII 

– HCW   

According to the HCWs, the screening process for 

VAW and its outcomes seemed to be very uncomfortable 

for the survivors. Most survivors appeared reluctant to 

volunteer information about the violence they had 

experienced. As a result, HCWs often had to probe 

further to obtain information from clients who exhibited 

signs of potential abuse; 

 “At the triage, we have a psychiatric nurse who sits 

there and she is always able to probe and see that however 

much I’m dealing with this person, he or she is going 

through a lot. That’s how we have been able to capture the 

rape cases and those that have been abused by their 

husbands. But it’s very important to note that it’s very 

difficult to identify them because they hide. They do not 

come out due to fear of stigma. We normally get them 

when they present with extreme conditions like for example 

yesterday, we got two cases that had taken poison. This 

was a husband that was brought in by the wife. And they 

had taken poison. The wife was the one now telling us what 

had happened. But from the story you could see that there 

was spark” KII – HCW 

It appeared that having a psychiatric nurse at the 

screening area improved the screening for mental health 

illnesses. Findings reveal that screening included 

identification of the causes of violence to institute 

appropriate treatment. Additionally, the nurse was able 

to link the clients to appropriate care; 

 ‘’…but you are also identifying the cause of the 

violence. If its alcohol and drug abuse, you are going to 

deal with that. If its psychotic you put them on either 

treatment or they are referred’’.  KII – HCW   

 
 

Figure 1: Hospital Services for VAW Survivors 

 

The figure illustrates a comprehensive set of services offered to survivors of VAW at the hospital. Upon screening at the triage area, patients were 

assessed for VAW, mental health effects, and other health concerns. If WAW was identified, the patient is provided with a range of services, including 

medical treatment, psychological counselling, contraceptives, HIV counselling, post-exposure prophylaxis, and psychiatric care. Additional services include 

referrals, for legal, other GBV services and follow-up care. 
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Sometimes cases of VAW would bypass the initial 

triage process and be identified by medical personnel 

later on. One respondent reported instances where VAW 

cases requiring psychosocial support would be identified 

during clinical examinations or through internal referrals. 

Additionally, health education played a significant role in 

the hospital, as the respondent noted that medical talks 

created awareness and increased demand for services; 

 “Usually at the triage area, the psychiatric nurse sits 

there. So, I think they ask a few questions, like what has 

brought you, so they can direct and push you to the right 

department. Number two, they can be identified through the 

screening process once they have gone to see a doctor. The 

doctor will identify and say this is not medical but rather 

psychiatry. But there are those who will come specifically 

knowing what they want. And then there are those who are 

referred based on the medical talks or briefs that are held 

here every morning.” KII - HCW 

Although the hospital had checklists for screening for 

GBV, interviews revealed that these tools were not widely 

adopted by the team because they did not know that the 

tool existed. Some healthcare service providers used the 

patient history to guide the assessment of the identified 

survivors. They also used standard psychiatric tools like 

DSM5 to facilitate the diagnosis process for any mental 

health outcomes; 

“Personally, what I know is we don’t have an assessment 

tool to do that. It’s basically the patient history that is going 

to be used to determine that maybe someone was assaulted 

at home the last time and so you probe further. Otherwise, 

the practice of using a check list, we don’t.” KII HCW 

 

Medical Interventions 

Management of VAW by the HCWs generally 

involved a full clinical examination, investigations and 

appropriate interventions; Fore-example if a survivor was 

physically hurt, the physical trauma was managed, if they 

were sexually assaulted they were investigated for HIV. 

Treatment was instituted based on findings. Post-exposure 

Prophylaxis and Contraception was always provided for 

those who had experienced sexual assault.  

‘’So, no one really helped me apart from the fact that I 

came here to this hospital and sought treatment. I was able 

to prevent myself from getting pregnant and contracting 

HIV”. KII VAW survivor 

‘’I felt very bad of course and I was worried but I had 

to share what had happened to me with one of my friends. 

So, they are the ones that told me about that medication 

called PEP and where I could get it. So, I had to rush to the 

hospital the following day very early I the morning. So 

actually, what happened is I went to the hospital that 

evening they gave me one PEP tablet and told me to come 

back the next morning’’. KII VAW survivor  

‘’It’s not much because majority of them will show up if 

they have been physically hurt to receive care. So, it 

basically treating the wounds and bruises caused by the 

violence and also, we try to ensure that the internal organs 

were not affected. Then we also provide pain killers 

mainly.’’ KII HCW 

‘When they come, they go through our triage area. At 

that triage area, we have a psychiatric nurse who is able 

to accurately identify these individuals. She first ensures 

they receive general medical care, especially for any 

injuries, which are treated before they are referred to the 

mental health clinic here”. KII HCW 

 

Mental Health Services 

The hospital appeared to offer both basic and 

specialized mental health services. These included 

counselling for survivors’ mental health support, 

counselling for HIV testing, and psychiatric services for 

survivors. The majority of survivors reported receiving 

adequate counselling. However, some indicated that 

they received only "some sort of advice," suggesting that 

they expected more comprehensive support than they 

received; 

 ‘’When I got to the reception at the counselling 

department, the receptionist asked me whom they were 

going to test and I told her it’s my children. So, they sent 

me to a room where I would meet counsellor number four. 

I went there with a lot of fear in me wondering why I was 

being sent to that specific room yet they haven’t even 

tested my children. When I got there, I was warmly 

welcomed and counselled very well’’. KII VAW survivor  

‘’So, I was registered, they first took a blood sample 

from me for testing. This came out negative and I was ok. 

So, they also gave me oba (maybe) I can call it advice?’’ 

KII VAW survivor  

Findings further revealed that despite the hospital's 

good reputation in handling mental health-related cases, 

gaps in mental healthcare service delivery existed. 

Healthcare worker respondents noted a lack of a 

psychologist and a dedicated counsellor specifically for 

mental health. Present counsellors in the hospital 

primarily focused on survivors of sexual assault and HIV, 

and none were trained to provide professional 

counselling services. Counselling was primarily handled 

by the psychiatrist, clinical psychiatric officer, or 

psychiatric nurse, while severe cases were referred out. 

This limited the counselling services provided by the 

hospital to what could be managed by the available 

staff. Additionally, it was noted that specialised mental 
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health services were available on a part-time basis, 

leading to service gaps on certain days; 

“We do provide both in-patient and outpatient services 

but mainly outpatient services. It’s a department with three 

people, me as the psychiatrist, PCO and then we have a 

psychiatric nurse. Personally, I come twice a week and the 

PCO comes the rest of the days except on weekends unless 

if there is an emergency or a scheduled appointment. For 

the outpatient we receive and treat anyone on an out-patient 

basis”. KII HCW 

 ‘When you look at mental healthcare, we have the 

treatment and the therapy. This is because we have the 

chemotherapy which is the medication and the psych therapy 

which involves seeing the psychologist for counselling. There 

are these other modalities. They are so many but these are 

the two commonly offered here at this hospital. Now in 

regards to the psych therapy, the psychologist we refer to 

goes as far as meeting the relatives’’. KII - HCW 

 ‘’You see to be very fair and I don’t want to undermine 

any one, I think they are mainly trained in HIV counselling 

and it has nothing to do with this mental health care 

department. They are not qualified to do psychiatric 

counselling’’. KII HCW 

 

Referral Services 

Health care workers reported referral of clients for 

legal services, to GBV shelters and for further mental 

health care services. Some survivors   however indicated 

no confidence in legal services and were not interested in 

pursuing them further; 

‘’Just like any other hospital that you can run to, you can 

find help and a dedicated person. I didn’t mind about going 

to police because it wasn’t going to help in any way. They 

would still have to refer me to a hospital to get the PEP. I 

even remember when I came here a lady asked me whether 

I wanted to take the matter to the police and I said no. This 

is because it’s me that accepted to go and sleep at his place. 

Had I not accepted to go with him, none of that would have 

happened’’ KII HCW  

 

Follow-up Services 

Healthcare workers acknowledged the need for 

follow-up services, which typically involve scheduling 

appointments for clients. However, it was reported that 

clients rarely returned for these follow-ups. To address 

this gap, some healthcare workers provided follow-up 

services by phone. Others seemed to be constrained by 

time and resources. Some healthcare workers indicated 

that follow-up services need to be client-centered. One 

respondent noted that follow-up could only be successful 

if it aligned with the survivor’s interests. Survivors of sexual 

violence for example appeared primarily interested in 

follow-up for HIV test results. One survivor indicated 

that, since the perpetrator tested negative and had 

apologized, she felt relieved and forgave him, seeing 

no further need for follow-up care. 

‘’ I will be honest with you; I don’t think its possible 

basing on the work that we do. We have a lot of clients to 

attend to and we are not facilitated to be able to follow 

up’’.  KII – HCW 

 ‘’…. I’m supposed to go back on the 28th march 

2023. So, I haven’t yet gone back.  I wanted to go back 

and tell them that I stopped the medication. It was making 

me feel not so good. The fact that I went and tested with 

the perpetrator and he turned out negative, he 

apologized. You know we as women have soft hearts so I 

forgave him. But all in all, I was happy that he was 

negative’’. KII VAW survivor  

‘’The follow ups are positive if the patients are ready 

to take on the support. But you normally find some people 

that aren’t ready. For example, in case of a rape case or 

something, some other people might not want to go that 

far. Some prefer separating, doing other things. But in 

most cases, we want the idea of this sort of support to 

come from them. This is because if you imposed an idea on 

someone, they are likely to reject it. That’s what I’m 

thinking. But if you allow them to come up with their own 

ideas on how they can improve their situation, then it will 

work in most cases’’. KII HCW 

 

Nature and Quality of Services 

Majority of the participants appreciated the services 

they had received at the health facility. They reported 

good, professional, quick and compassionately 

delivered services. Some reported lack of privacy. The 

cost of services was said to be free or affordable. 

Survivors   recommended more awareness of the services 

in the community, better counselling services, couple 

counselling and separation of VAW services from HIV 

care.  

 ‘’The benefits of seeking care here are that they work 

on patients very fast. They will welcome you and make you 

feel at home.  But what they should improve is that they 

should have in place; a private room where each and every 

one of us first go into that room and receive counselling. 

Not mixing VAW survivors   with HIV and other mentally 

ill patients. But they generally have no problem’’ KII VAW 

survivor 

‘’They handled me so well and they were professional’’ 

VAW survivor  

‘’They should organize awareness campaign of VAW 

and mental health generally. This information should be out 

there because there are a lot of people suffering in silence 

and don’t know where to go. They should also equip us 
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with vocational skills so that we aren’t dormant.’’ KII VAW 

survivor  

‘’…. I think the health workers at least should be a little 

more caring because people in my state are already angry 

and have lost hope. So, in order to bring back that hope in 

them I request that they should also improve on the 

counselling because other patients are still coming. People 

are still being abused out there and there are those that 

can’t afford to come to this place. Some don’t have 

transport; some cannot manage the money for the scan. 

Some might not be in position to see a doctor. Yet they are 

being abused and would like access to your services. So, we 

request that people are helped in that regard’’. KII VAW 

survivor 

‘’My suggestion is that in case a case of abuse is brought 

and its between partners, both people should be invited for 

the counselling sessions. This is because when both sides are 

heard, it is easier to solve the problem. This is because 

normally when you listen to one side of the story, you may 

not be able to hear from the other side. This might 

complicate the healing process’’ KII VAW survivor. 

 

Discussion 

 

The study revealed that the hospital delivered a variety 

of psychosocial care services within it’s expected scope as 

outlined by the national guidelines for psychosocial care. 

Clients seemed to be satisfied with the care provided by 

the hospital and found it to be professional and 

empathetic. Services included medical treatment and 

prevention of HIV and unwanted pregnancy, mental 

health care, and referrals for other services such as legal 

aid and specialized mental health care. Although 

psychosocial services were partially integrated into 

mainstream hospital functions, they were primarily 

provided through the HIV clinic. Being largely donor-

dependent and focused on sexual violence left healthcare 

workers without adequate skills to address broader 

psychosocial needs. Consequently, survivors of physical 

abuse who do not access services through the HIV clinic do 

not seem to appreciate the psychosocial support 

provided. This finding aligns with numerous studies 

showing that HCWs without a mental health background 

often feel incompetent to provide psychosocial care. For 

example in Jamaica while midwives were aware of VAW, 

they reported an inability to respond effectively due to a 

lack of proper training.20 Furthermore, although 

Kanagasabai et al. describe an increase in GBV facilities 

in Sub-Saharan Africa through the President’s Emergency 

Plan for AIDS Relief(PEPFAR) project; outside of well-

funded HIV services, mainstream GBV services may still 

face significant challenges.21 

Screening for VAW and mental health issues posed 

challenges for HCWs and survivors due to inadequate 

levels of privacy in the traditional triage areas. The 

sensitive nature of the screening questions made HCWs 

uncomfortable, and they recommended the need for 

more privacy. This could further be worsened by the fact 

that VAW is often compounded by stigma. The fear of 

judgment, social exclusion, or blame may limit how they 

interact with service providers, which can prevent 

survivors from seeking care or disclosing their 

experiences.  This aligns with findings in Tanzania and 

South Africa were screening services necessitated 

confidentiality, staff empathy, and the absence of 

judgment.22  Medical treatment seemed to serve as an 

entry point into psychosocial services for some survivors. 

This aligns with findings indicating the significant 

contribution of VAW to outpatient visits and the necessity 

of offering screening services at health facilities in Asia 

and Europe.23 Although comprehensive care is 

recommended for survivors, in some cases, basic medical 

care appeared to be sufficient for survivors. For 

instance, clients who had experienced sexual assault 

seemed to be satisfied with HIV counselling, testing, and 

pre-exposure prophylaxis (PREP) services. Receiving a 

negative HIV test result provided a sense of relief, 

reducing their need for further follow-up services. 

However, some survivors still wanted linkage to legal 

services, highlighting the importance of providing a 

comprehensive range of support services. This 

underscores the need to offer integrated and accessible 

services to meet the diverse needs of VAW survivors.  

Healthcare Workers seemed to be constrained in 

providing care due to inadequate staffing, insufficient 

infrastructure, and lack of capacity. This aligns with 

findings from the qualitative National Survey on 

Violence in Uganda conducted in 2020. The study by the 

Uganda Bureau of Statistics revealed that, despite the 

critical ramifications of VAW, the issue was undermined 

by a lack of accessible and integrated services, poor 

reporting mechanisms, and weak institutional capacity 

across sectors.19,24  

Follow-up services seemed to be underutilized. Many 

clients, after receiving initial medical treatment, 

perceived no further need for continued care. For others 

requiring additional counselling sessions, the financial 

burden deterred them from seeking follow-up services. 

Although some providers went beyond routine practice 

by initiating follow-up calls, HCW reported that follow-

up efforts were largely contingent upon the clients' 

willingness to engage. Overall, the follow-up process 

appeared to be client-driven. In contrast, evidence from 

some studies suggests that group therapy can improve 
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follow-up adherence. For instance, a pilot study on group 

compassion-based therapy among Colombian female 

survivors demonstrated a retention rate of up to 89% 

after three months.25 This may imply that survivor-clients 

receiving care at the hospital may not be utilizing follow-

up services because these services are not designed to 

meet their needs; yet follow-up is critical because it 

ensures continuity of care, addresses ongoing 

psychosocial needs, and helps prevent further harm or 

complications.26 

Policy Implications: Based on insights from this study, 

several considerations emerge for policy and practice: 

• The Ministry of Health in Uganda could explore 

the mainstreaming of GBV services across different 

departments and consider building the capacity of 

healthcare workers to respond effectively, as GBV 

cases may present in diverse clinical settings. 

• Health facilities might find it useful to adapt 

national guidelines into context-specific protocols that 

align with their workflow and facility design, given the 

challenges observed in translating standard guidelines 

into practice. 

• Donor agencies could consider supporting 

integrated service approaches in resource-limited 

settings, as participants suggested that such strategies 

may improve sustainability and address multiple health 

needs simultaneously 

 

Conclusion 

 

Survivors of violence against women (VAW) appeared to 

be confident in facility-based psychosocial care. 

However, the delivery framework must account for the 

specific needs of survivors, the capacity-building 

requirements of HCWs, the design of supportive 

infrastructure, mechanisms for integration with other 

psychosocial service providers, and the visibility of these 

services within the community. Despite being situated in an 

urban environment with access to formal mental health 

care services, the hospital under study continues to face 

significant challenges in delivering effective psychosocial 

support. These findings suggest that the challenges may 

be even more pronounced in less advantaged or 

resource-limited settings. Further research is necessary to 

identify strategies for optimizing the delivery of 

psychosocial services in health facility contexts to address 

critical gaps, such as the lack of client-sensitive 

standardized screening tools to identify survivors’ needs, 

insufficient numbers of trained and skilled professionals 

to provide timely and appropriate psychosocial support, 

limited awareness among survivors of available facility-

based services, and inadequate integration of 

psychosocial care into routine clinical workflows. 

 

Acknowledgment 

The authors express their sincere appreciation to the 

staff of the participating health facility for their 

invaluable support, and to the research assistants, Henry 

Bazira and Rhoda Topacho, for their dedication and 

commitment to the study. We are especially grateful to 

the study participants for generously sharing their time 

and experiences, without whom this research would not 

have been possible.  

 

Authors’ Contribution: 

RO conceived and led the study, served as the 

corresponding author, and took primary responsibility 

for drafting and revising the manuscript. 

MM critically reviewed the manuscript and provided 

technical guidance on violence and injury-related 

content. 

CA contributed to the contextualization of the paper and 

provided expert input on psychosocial and cultural 

dimensions. 

MLW contributed to the conceptual framing, overall 

supervision, and final review of the manuscript as the 

senior (last) author. 

All authors read and approved the final version of the 

manuscript. 

 

Funding: No funds, grants, or other support was 

received 

Conflict of Interest: The authors declare no conflicts of 

interest relevant to this study. 

Ethical Approval: Ethical approval was obtained from 

the Ethical Review Board. Informed consent was secured 

from all participants. During the study, the mental health 

needs of the clients were prioritized. To this end, 

conversations were limited to topics directly related to 

the study, and no unnecessary probing that could 

retraumatize or stigmatize the clients was conducted. 

Participants were linked to needed services both within 

and outside the facility. Confidentiality and privacy 

were strictly upheld to safeguard clients’ identities and 

protect them from further exposure to trauma. 

 

 

 

 

 



 

  

Injury & Violence      ARTICLE IN PRESS J Inj Violence Res ××× (2026) ×××-××× 9 
 

journal homepage : http://www.jivresearch.org 

References 

 

1. Grose RG, Chen JS, Roof KA, Rachel S, Yount KM. Sexual and reproductive health outcomes of violence against women and girls in lower-income 

countries: a review of reviews. J Sex Res. 2021 Jan;58(1):1-20. 

2. El-Mouelhy M. Violence Against Women: A Public Health Problem. Journal of Primary Prevention. 2004;25(2):289-303. 

3. World Health Organization. Violence against women prevalence estimates, 2018. Geneva: World Health Organization; 2021. 

https://www.who.int/publications/i/item/9789240022256, accessed 10 November 2025.  

4. Sardinha L, Maheu-Giroux M, Stockl H, Meyer SR, Garcia-Moreno C. Global, regional, and national prevalence estimates of physical or sexual, or 

both, intimate partner violence against women in 2018. Lancet. 2022 Feb 26;399(10327):803-813.  

5. Muluneh MD, Stulz V, Francis L, Agho K. Gender Based Violence against Women in Sub-Saharan Africa: A Systematic Review and Meta-Analysis of 

Cross-Sectional Studies. Int J Environ Res Public Health. 2020 Feb 1;17(3):903. 

6. Vives-Cases C, Ruiz-Cantero MT, Escribà-Agüir V, Miralles JJ. The effect of intimate partner violence and other forms of violence against women on 

health. J Public Health (Oxf). 2011 Mar;33(1):15-21.  

7. Arora S, Bhate-Deosthali P, Rege S, Amin A, Meyer SR. Healthcare Providers’ Perceptions and Experiences of Training to Respond to Violence against 

Women: Results from a Qualitative Study. Int J Environ Res Public Health. 2023 Feb 17;20(4):3606. 

8. Norbu N, Zam K, Policy H. Assessment of health‐sector response to gender‐based violence at different levels of health facilities in Bhutan (2015–

2016). World Medical. 2021;13(4):653-74. 

9. Veronese G, Mahmid FA, Bdier D. Gender-Based Violence, Subjective Quality of Life, and Mental Health Outcomes Among Palestinian Women: The 

Mediating Role of Social Support and Agency. Violence Against Women. 2023 Apr;29(5):925-948. 

10. McCaw B, Berman W, Syme L, Hunkeler E. Beyond screening for domestic violence: a systems model approach in a managed care setting. Am J 

Prev Med. 2001 Oct;21(3):170-6.  

11. Rafferty Y. Mental health services as a vital component of psychosocial recovery for victims of child trafficking for commercial sexual 

exploitation. Am J Orthopsychiatry. 2018;88(3):249-260. 

12. Government of Uganda. National guidelines for the provision of psychosocial support for gender-based violence victims/survivors. Kampala: 

Ministry of Gender, Labour and Social Development; 2017 

13. World Health Organization. Responding to intimate partner violence and sexual violence against women: WHO clinical and policy guidelines. 

Geneva: World Health Organization; 2013. 

14. Ondicho TG. Violence against women in Kenya: A public health problem. International Journal of Development and sustainability. 

2018;7(6):2030-47. 

15. Chepuka L, Taegtmeyer M, Chorwe-Sungani G, Mambulasa J, Chirwa E, Tolhurst RJGha. Perceptions of the mental health impact of intimate 

partner violence and health service responses in Malawi. Glob Health Action. 2014 Sep 12:7:24816. 

16. Rockowitz S, Flowe H, Bradbury-Jones C, Abuse. A scoping review on sexual and gender-based violence medicolegal service provision in East 

Africa. Trauma Violence Abuse. 2023 Dec;24(5):3579-3592. 

17. Uganda Bureau of Statistics. Statistical abstract 2021. Kampala: Uganda Bureau of Statistics; 2021. 

18. Wakida EK, Obua C, Rukundo GZ, Maling S, Talib ZM, Okello ES. Barriers and facilitators to the integration of mental health services into 

primary healthcare: a qualitative study among Ugandan primary care providers using the COM-B framework. Syst Rev. 2018 Nov 28;7(1):211. 

19. Uganda Bureau of Statistics. 2020 Uganda National Qualitative Survey on Violence Against Women and Girls (VAWG). Kampala: Uganda 

Bureau of Statistics; 2020. 

20. Pitter CP. Midwives’ knowledge and attitudes when encountering Gender-Based Violence in their practice at a maternity-hospital in Kingston, 

Jamaica. Int J Qual Stud Health Well-being. 2016 Feb 15:11:29358. 

21. Kanagasabai U, Valleau C, Cain M, Chevalier MS, Hegle J, Patel P, et al. Understanding gender-based violence service delivery in CDC-

supported health facilities: 15 sub-Saharan African countries, 2017–2021. AIDS Educ Prev. 2023 Jul:35:39-51. 

22. Colombini M, Scorgie F, Stangl A, Harvey S, Ramskin L, Khoza N, et al. Exploring the feasibility and acceptability of integrating screening for 

gender-based violence into HIV counselling and testing for adolescent girls and young women in Tanzania and South Africa. BMC Public Health. 

2021 Mar 3;21(1):433.  

23. Barnawi FH. Prevalence and Risk Factors of Domestic Violence Against Women Attending a Primary Care Center in Riyadh, Saudi Arabia. J 

Interpers Violence. 2017 Apr;32(8):1171-1186.  

24. Onkoba PK. Determinants of health facility preparedness in the management of gender-based violence: A case of primary health facilities in 

Mombasa County. Nairobi: Kenya Methodist University; 2023. 

25. Naismith I, Ripoll K, Pardo VM. Group compassion-based therapy for female survivors of intimate-partner violence and gender-based violence: 

A pilot study. Journal of Family Violence. 2021;36:175-82. 



 

  

ARTICLE IN PRESS J Inj Violence Res ××× (2026) ×××-××× Injury & Violence      10 
 

J Inj Violence Res. 20: ...-....  . doi: 10.5249/jivr.... 

26. Sinko L, James R, Hughesdon K. Healing after gender-based violence: A qualitative metasynthesis using meta-ethnography. Trauma Violence 

Abuse. 2022 Oct;23(4):1184-1203. 

 

 


