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BACKGROUND
Gender-based violence (GBV) continues to be one of 

the most pervasive and widespread health problems 

in the world, affecting 30 percent of womeni and one 

in five men globally.ii In Ethiopia, 23 percent of 

women aged 15–49 have experienced physical 

violence and 10 percent have experienced sexual 

violence. Girls in Ethiopia are also at risk, with 15.7 

percent of girls aged 0–14 undergoing female genital 

mutilation or circumcision, and 40 percent of girls 

marrying before the age of 18.iii Adverse impacts of 

survivors’ health and well-being are well-documented 

and include physical injuries, unintended pregnancies, 

sexually transmitted infections, poor maternal and 

child health outcomes, mental health disorders, 

substance use disorders, and even death.iv, v, vi These 

have real economic costs for communities and for 

Ethiopia as a whole, contributing to higher healthcare 

costs and lower productivity and economic outputs. 

A 2017 study estimated that just ending child 

marriage in Ethiopia could generate a 9.3 percent rise 

in earnings for women who married early and up to 

$1.5 billion in additional earnings and productivity for 

the whole country.vii It is critical for Ethiopia to 

intervene to better prevent and respond to  

gender-based violence and ensure survivors  

receive quality treatment and support.
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Exhibit 1: GBV rates in Ethiopia

Primary health care is a common entry  

point for GBV survivors because they  

often present at facilities for treatment of physical 

trauma, for sexual health services, or for pregnancy-

related care following violence.viiiThe World Health 

Organization has outlined key areas where the health 

sector can intervene in GBV prevention and 

response, including provision of comprehensive 

clinical services, health worker training on survivors’ 

needs, and early identification and linkages to other 

support services to prevent recurrent violence.ix

However, this role often goes unfulfilled because of a 

lack of resources, insufficient training, and lack of a 

coordinated response.x This is indeed the case in 

Ethiopia, as shown by the USAID Transform: Primary 

Health Care Activity’s 2019 GBV landscape analysis. 

It found that while health workers often wanted to 

provide quality care for survivors, most were not 

aware of existing guidelines and standard operating 

procedures (SOPs) and had little to no GBV-specific 

training. Health workers often relied on their own 

knowledge and experience to identify survivors or 

relied on survivor disclosure, and most facilities had 

no formal system for referrals and follow-up.xi

Survivors are often unaware of available services or 

feel uncomfortable or afraid of using them. In 

Ethiopia, only 23 percent of survivors seek any kind 

of help from formal or informal sources, and of those 

that seek help, only 1.5 percent sought services from 

medical personnel.xii Strengthening GBV services in 

primary health care in Ethiopia is an opportunity to 

improve survivors’ health and well-being, maternal 

and child health outcomes, and the country’s 

economic prosperity.

ADDRESSING GBV THROUGH PRIMARY 
HEALTH CARE
Exhibit 2: Key areas for primary health care intervention in GBV 

prevention and response

A systematic review of GBV interventions in Ethiopia 

published in 2018 found a general lack of 

programming that addresses different forms of GBV 

and GBV response. There are several local and 

international organizations implementing community-

based education and awareness-raising programs 

targeting specific groups, including adolescent girls, 

adolescent boys, and adult male partners.xiii There are 

also 12 shelters across Ethiopia, but five are located 

in Addis Ababa and services vary depending on the 

shelter. All shelters reported a higher demand than 

they have capacity for.xiv This is still a critical gap 

within Ethiopia’s health system. 

Globally, there is a consensus that health workers 

should know how to identify patients experiencing 

violence and provide first-line care (immediate 

medical treatment, compassionate active listening, 

and linkages to other services).xv The most common 

health system interventions are training programs for 

health workers that cover case identification, 

standards of care protocols, and practical clinical 

skills.xvi, xvii, xviii The most successful training programs 

also address gender inequality as a root cause of GBV 

and challenge providers’ attitudes, beliefs, and biases 

that often inhibit their ability to provide 

compassionate, survivor-centered care.xix, xx, xxi, xxii, xxiii
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Training programs alone, however, do not address 

the systemic barriers affecting care, including 

adequate staffing, proper infrastructure to ensure 

privacy and confidentiality, and supply chain 

management to avoid stock outs of essential 

equipment and supplies.xxiv, xxv, xxvi Furthermore, 

quality GBV care includes input and coordination 

from multiple sectors, including police, justice, health, 

and social services. Successful, comprehensive care 

requires streamlined communication and 

coordination between all of these actors; clearly 

defined roles, responsibilities, and processes; and a 

political commitment to leading and monitoring these 

systems.xxvii, xxviii, xxix

TRANSFORM: PRIMARY HEALTH 
CARE’S SOLUTION
Transform: Primary Health Care sought to capitalize 

on the opportunity to strengthen GBV prevention 

and response through Ethiopia’s primary health care 

system and apply best practices for a comprehensive 

and coordinated approach to health services for GBV 

survivors. The Activity employed an ecological 

approach, intervening at each level of the health 

system to create an enabling environment for health 

workers to provide the highest level of care. 

Exhibit 3: Transform: Primary Health Care’s ecological model

The Activity worked directly with the Federal 

Ministry of Heath’s (FMoH) Women, Children, and 

Youth Affairs (WCYA) Directorate to contribute to 

its Strategic Plan for Action on Health Response to 

Gender-Based Violence/Sexual Violence 2020/21–

2025/26. The Activity also supported the WCYA 

Directorate to successfully advocate for the inclusion 

of two new GBV-related indicators in the national 

health management information system (number of 

survivors of GBV who received health services and 

number of health facilities providing health response 

to GBV survivors), formally adopted in April 2021. 

At the institutional level, Activity staff worked with 

officials at regional health bureaus and woreda health 

offices (WorHOs) to build capacity and strengthen 

multi-sectoral collaboration. The GBV landscape 

analysis showed that there are national guidelines and 

policies for GBV standards of care, but many health 

workers were not aware of them. The Activity 

responded by organizing three-day orientation 

workshops for zonal and woreda-level 

representatives from health offices, justice offices, the 

police, religious organizations, social affairs, and 

WCYA on SOPs for the response and prevention of 

sexual violence in Ethiopia. The orientation covered 

GBV prevention and response roles and mandates, 

standard referral formats and procedures, and 

available services for sexual violence survivors. At the 

end of the orientation, participants developed action 

plans to standardize existing efforts in their 

respective woredas. In each WorHO, the Activity 

assigned a gender focal person and mentored them to 

put the SOPs into practice by organizing a multi-

sector coordination platform for GBV prevention and 

response. Transform: Primary Health Care provided 

some financial support and technical input for 

convening quarterly or semi-annual meetings with 

representatives from the WorHO, the justice office, 

the police, WYCA, and local women’s associations. 

During meetings, members developed a shared 

understanding of coordinating comprehensive, timely 

GBV response services by outlining roles and 

responsibilities for each sector in GBV response and 

referrals and establishing communication and 

monitoring mechanisms.

At individual health facilities, the Activity supported 

WorHO gender focal persons to compare existing 

GBV services to the standards of care outlined in the 

SOPs and help them address the gaps they identified. 

Some examples included designating a dedicated 
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outpatient service room for patients experiencing 

violence, exempting fees for GBV response services 

per the FMoH circular, distributing job aids with 

SOPs and the GBV care algorithm, and establishing 

confidential GBV registration and reporting systems. 

Transform: Primary Health Care also provided Health 

Sector Response to Sexual Violence Survivors 

training to build health workers’ skills in completing 

patient charts, taking medical histories, conducting 

post-GBV exams, and improving their counseling and 

psychosocial support skills to manage and refer GBV 

cases. Sessions also covered gender equality, root 

causes of GBV, and mitigating provider bias to 

provide quality care. Participants developed action 

plans to identify remaining gaps in service provision 

and roll out the training to other service providers. 

Activity staff then followed up through supportive 

supervision, both directly and through coaching for 

the WorHO gender focal person.

Within communities, Activity staff worked with the 

WorHO and facilities, particularly health posts, to 

conduct awareness raising and educational campaigns. 

Many facilities integrated GBV in their routine health 

education programs as part of their action plans 

following the training. Activity staff also worked with 

the multi-sectoral coordination committees to 

develop sensitization and communication strategies 

with local community and religious leaders. Topics 

included GBV prevention messaging and information 

about accessing available services. 

RESULTS
In 2020–2021, Transform: Primary Health Care 

conducted a gender assessment identifying successes 

and challenges in addressing and responding to the 

gender gaps and opportunities in the Activity’s gender 

analysis. The study team conducted a document 

review of over 60 documents, semi-structured 

interviews with Activity technical staff and federal and 

regional MoH representatives, and analysis of 38 

gender-related Activity performance indicators. The 

analysis showed that this approach has led to 

significant improvements in the availability, 

standardization, and coordination of comprehensive 

GBV services.

Increase in the availability of post-violence 

services and immediate services for sexual 

violence survivors

Analysis of Activity routine follow-up data showed, in 

most instances, an increase in the availability of GBV 

services in most regions of over 10 percentage points 

between 2017 and 2020. At both the health post and 

health center level there was a positive, statistically 

significant increase in the percentage of health posts 

and health centers providing GBV services in Amhara, 

Southern Nations, Nationalities, and People’s Region 

(SNNPR), and Tigray regions. 

Results among primary hospitals were more 

inconsistent across all regions. Most of the shifts 

occurred in mid- to late-2019, corresponding with 

the months following the Activity’s GBV landscape 

analysis reports, additional Standard Operating 

Procedures for the Response and Prevention of 

Sexual Violence in Ethiopia orientations, and scaling 

up dissemination of job aids to facilities. Transform: 

Primary Health Care technical staff observed that 

health workers had an increased knowledge of clinical 

services for GBV survivors, started capturing data on 

the number of GBV clinical services provided, and 

began discussing ways the facility could engage in 

GBV prevention. MoH interviewees noted an 

increase in facilities providing clinical services for 

survivors, more consistent patient follow-up, and 

better registration and record-keeping.

Despite improvements in the availability of services, 

these changes have not translated to increased use of 

post-GBV services among community. The Activity 

promoted the availability of post-GBV services 

through community engagement activities and

“BEFORE THIS, GBV CLIENTS WERE GETTING 

SERVICES LIKE ANY OTHER CLIENT, BUT NOW 

HEALTH WORKERS IN ALL…HEALTH CENTERS 

HAVE TAKEN THE TRAINING AND STARTED TO 

PROVIDE SERVICES, AND THIS PROCESS WAS VERY 

GOOD, WHICH PUSHED US TO WORK AND 

STRENGTHENED OUR FOLLOW UP. THIS IS GREAT 

AND WE HAD NOT HEARD AND SEEN THIS 

BEFORE, AND THIS IS WHAT I WANT TO SAY A 

GOOD DEED.”

– MINISTRY OF HEALTH INTERVIEW RESPONDENT
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supported facilities to capture data through the 

printing and distribution of standard GBV registers, 

but coverage is low. There also remains high 

turnover of trained health workers, so many leave to 

other facilities that may not fall within Activity 

intervention zones after receiving training. 

Exhibit 4: RFUV survey results for percentage of health centers with post-

GBV services available. Gray line indicates data points, and blue line 

indicates median value with a positive, statistically significant increase in 

Amhara, SNNPR, and Tigray.

Improved implementation of SOPs

Overall, the Activity observed improvement in the 

percentage of health centers and primary hospitals 

with service providers trained and oriented in the 

SOPs for multi-sector prevention and response to 

sexual violence from 2017–2020. Among health 

centers, statistically significant increases were 

observed in Amhara (20 to 39 percent of health 

centers around November 2019) and SNNPR (21 to 

40 percent of health centers in September 2018 and 

from 40 to 46 percent around February 2020). 

Oromia and Tigray showed no statistically significant 

changes, but there appeared to be an upward trend 

across the years in both regions before a decline in 

2020. Among primary hospitals, there was a 

statistically significant increase from 21 percent to 45 

percent in Amhara and from 61 percent to 81 

percent in Tigray, both occurring around February 

2020. In Oromia and SNNPR, results fluctuated over 

the years with an average of 45 percent and 60 

percent of primary hospitals with trained providers, 

respectively. 

Ministry of Health interview respondents remarked 

that the SOP orientations were critical and cascaded 

to different stakeholders. According to these 

respondents, orientations improved health workers’ 

reporting on GBV survivors, and the health, police, 

women’s affairs, and justice sectors worked more 

closely in a one-stop center, which improved referral 

and follow-up for GBV cases. Post-orientation 

surveys found that participants demonstrated a 63 

percent increase in knowledge of their roles and 

“THE STANDARD OPERATING PROCEDURE 

ORIENTATION IS CRUCIAL TO WORK WITH 

DIFFERENT SECTORS. IT CLEARLY STATES EVERY 

ONE’S MANDATE ON HOW TO STRENGTH 

LINKAGE WITH OTHER SECTORS AND 

DOCUMENTATION AT HEALTH FACILITY LEVEL. 

THE MOST APPRECIATED PART ON THE 

STANDARD OPERATING PROCEDURE IS HOW TO 

KEEP MEDICO-LEGAL DOCUMENTATION AND 

REFERRAL LINKAGE WITH OTHER 

SECTORS/CONCERNED BODIES.”

– MINISTRY OF HEALTH INTERVIEW RESPONDENT
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responsibilities, and 86 facilities developed referral 

pathways for GBV survivors.

Strengthened multi-sectoral collaboration

Most of the woredas that received the training and 

orientations have established a multi-sectoral 

coordination committee or forum that meets 

regularly. 

Exhibit 5: RFUV survey results for percentage of health centers with 

personnel trained in GBV SOPs. Gray line indicates data points, and blue 

line indicates median value with a positive, statistically significant increase 

in Amhara and SNNPR.

Several interviewees noted observed improvements 

in multi-sectoral collaboration, inter-sector referral 

linkages, and consistent reporting and monitoring. In 

one region, representatives from the various sectors 

agreed to establish one-stop centers in three 

locations and planned to scale to others once 

resources become available. Some interviewees felt 

that these changes were sustainable, remarking that 

with the training and systems established for better 

coordination and communication, the WorHOs and 

Regional Health Bureaus have the structures they 

need to continue services at this level. Others noted 

that there is still a lot of work to be done to continue 

strengthening multi-sectoral collaboration, and it will 

require commitment from national and regional 

leadership including allocating financial resources. 

LESSONS LEARNED
Political commitment and involvement are 

critical. The Government of Ethiopia and the 

FMoH had in place several laws, policies, and 

guidelines recognizing GBV as a critical health 

issue, outlining standards for multi-sectoral 

response for GBV survivors, and detailing 

standards of care for GBV clinical services for 

primary health care facilities. At the federal level, 

the Activity’s support enabled the FMoH to 

establish, strengthen, and operationalize gender 

mainstreaming and GBV prevention and response 

frameworks, standards, and services. At the 

regional and woreda levels, staff identified 

champions to lead efforts to ensure facilities 

implemented the policies and guidelines according 

to the standards. At each step, the FMoH and its 

local counterparts were key partners driving 

change and reinforcing messaging, leading one 

“SINCE WE ESTABLISHED GOOD MULTI-

SECTORIAL COLLABORATION WITH OTHER 

SECTORS, AFTER TAKING THE TRAINING, THE 

SURVIVOR COULD BE LINKED TO JUSTICE OFFICE, 

AND THE PERPETRATOR COULD BE PUNISHED 

WITH FIVE TO TEN YEARS IMPRISONMENT…THERE 

ARE OTHER CASES OTHER THAN SEXUAL 

VIOLENCE. THERE WERE PHYSICAL VIOLENCE 

CASES WHO GOT HEALTH SERVICES AND 

REPORTED TO US AND GOT LEGAL SERVICES.”

– MINISTRY OF HEALTH INTERVIEW RESPONDENT
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MoH respondent to note that, “We are working 

with [USAID Transform: Primary Health Care] not 

as a partner, but as one of the government 

structures.” This close relationship and 

collaboration demonstrated political will on behalf 

of the highest levels of government, which 

reinforced and enabled the successful 

implementation and operationalization of policies 

and guidelines across local government offices and 

facilities within primary health care networks.   

Need for ecological and multi-sectoral 

approach. As demonstrated through the 

research cited above, successful interventions to 

address GBV prevention and response require 

collaboration and coordination across sectors and 

levels within the government and communities. 

Capacity strengthening and quality improvement 

programs at facilities succeeded because they were 

reinforced by woreda, regional, and national-level 

commitment and policy changes. Training 

programs not only addressed clinical skills and 

knowledge gaps, but also included critical 

reflection on cultural and gender norms influencing 

providers’ care and patients’ willingness to seek 

services. Community awareness raising and 

education campaigns reinforced messaging around 

gender norms, stigma, and availability of services. 

Convening multi-stakeholder coordination 

committees provided a platform for community 

members to understand each other’s roles and 

responsibilities, discuss critical issues for GBV 

prevention and response, and coordinate multi-

sectoral service delivery. 

Use evidence-based and adaptive 

management strategies. Transform: Primary 

Health Care established systems for evidence 

generation and periodic review sessions to assess 

and revise programming as needed. The 2019 GBV 

landscape analysis provided critical data the 

WYCA directorate needed to identify how to 

improve GBV case management; develop and 

disseminate guidance notes, strategic action plans, 

job aids, manuals, and community engagement 

guidelines; and establish or strengthen multi-

sectoral linkages for coordinated GBV prevention 

and response services. The Activity team also used 

routine monitoring data, reviewed together during 

quarterly review meetings, to note progress 

against pre-determined performance indicators at 

the federal, woreda, facility, and household levels. 

Performance indicators included the availability of 

post-GBV services for survivors, number of 

facilities with personnel trained in GBV SOPs, 

facilities offering women-friendly services, and 

other gender-sensitive indicators. Results shared 

during these quarterly review meetings helped the 

team identify communities or facilities in need of 

targeted support and informed programmatic and 

strategy changes to improve performance. The 

Activity team also supported woredas to establish 

their own systems for evidence generation and 

adaptive management for GBV and other gender-

related issues through its gender analysis 

mentorship workshops and supportive supervision 

programs, where woredas conducted their own 

gender analyses and used the results to inform 

annual woreda-based planning. 

Team of local gender experts facilitated 

effective implementation and success. 

Transform: Primary Health Care had a “gender 

team” consisting of a Senior Gender Advisor based 

in Addis Ababa who supervised four Regional 

Gender Officers, one based in each intervention 

region. Activities typically only have one centrally-

based gender advisor that often becomes 

marginalized and/or overwhelmed. By having a full 

team with a regional presence, regional, woreda, 

and facility offices benefited from real time and 

targeted technical assistance from an experienced 

gender and health professional fully embedded in 

the local community. Regional gender officers 

were able to follow up to provide on-site 

supportive supervision to WorHOs and facilities 

to establish multi-sectoral coordination platforms, 

disseminate and implement GBV SOPs and 

guidelines, and provide direct training and capacity 

strengthening. Furthermore, the gender team led 

internal capacity strengthening efforts related to 

gender and GBV for Activity technical leads across 

thematic areas. Activity staff were then able to 

independently identify gender and GBV-related 

gaps in their activities through RFUV and quarterly 

review meetings and seek support from the gender 

team to address these gaps. 
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