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Summary 
Chapter 1 aims to give an overview on the phenomenon of gender-based violence and 
how it has become so relevant in women's and human rights policies over the last 20 
years. 

Chapter 2 delves into the specifics of Intimate Partner Violence, seen as evolution of 
the topic of domestic violence, looking at the different types of violence perpetrated 
within a couple's relationship.  

Chapter 3 focuses on the specifics of perinatal violence trying to highlight its causes 
and effects in constant reference to the concept of IPV. The Chapter also highlights 
barriers to knowledge due to victims' behaviors, service activities and the weakness of 
skills available among professionals. 

Chapter 4 is aimed at analyzing training needs that emerged from research and 
experience at the international level. 

In Chapter 5 we proceed to the comparative analysis of the Country Reports and the 
main findings from both the quantitative and in-depth country surveys. The picture that 
emerges is difficult to synthesize and consistent with the differences in regulatory 
approaches and experiences of countries participating in the project. 

Chapter 6 contains some brief conclusions and suggestions for training activities to be 
developed in the coming months. 

Finally, the Report provides Annex 1 (Official Glossary on GBV by Eurostat) and Annex 
2 (a review on GBV/IPV Indicator Systems in the MAP’s participating Countries). 

1. Gender-Based Violence 

1.1 The boundaries of the problem 
For centuries, the issue of Gender Based Violence (GBV) has been overlooked and 
ignored and health systems have not responded effectively to detect and address it 
(García-Moreno et al., 2015). 

It is only since the early 1990s that the evidence of GBV in women' daily life has 
become a crucial element of a more general agenda regarding human rights and 
equality.  

The United Nations defined gender-based violence as “any act of gender-based 

violence that results in, or is likely to result in, physical, sexual, or mental harm or 

suffering to women, including threats of such acts, coercion or arbitrary deprivation of 

liberty, whether occurring in public or in private life” (UN General Assembly, 1993). 

This definition made it possible to highlight GBV as a specific issue in women's lives.  
Nevertheless, it took almost twenty years for more significant progress to be made. 

In 2011 the Istanbul Convention began looking at the problem in a more systematic 
way.  

First, by defining both 'violence against women' and 'domestic violence' (Article 3), 
creating more favourable conditions to develop an in-depth view of GBV that this part 
of the Report can attest to.  
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GBV is understood as a violation of human rights and a form of discrimination against 
women and shall mean “all acts of gender-based violence that involve or are likely to 

involve harm or suffering of a physical, sexual, psychological or economic nature to 

women, including threats of such acts, coercion or arbitrary deprivation of liberty, in 

public or private life”  

Domestic violence shall mean all acts of physical, sexual, psychological or economic 

violence that occur within the family or domestic unit or between former or current 

spouses or partners, whether or not the perpetrator shares or has shared the same 

residence with the victim (Council of Europe, 2011). 

The European Union has not adopted its own definition of violence against women, 
nor has it enacted a more consistent legislation covering the full range of women's 
experiences of violence. Only in 2017 were useful statistical indicators identified to 
arrive at a more uniform description of the phenomenon (EIGE, 2017)1. 

Recently (Eurostat, 2021) produced a European-wide Reference Glossary and a 
Methodological Handbook to facilitate a more practical and thorough analysis of the 
phenomenon (see Annex 1). This Glossary defines Gender-based violence against 
women as violence directed against a woman because she is a woman or violence 

that affects women disproportionately. 

Starting from the different displays of violence against women detected, 
research on GBV has identified a specific sub-category such as violence 
perpetrated within an intimate relationship (IPV). Furthermore, within this sub-
category, the existence of a specific phenomenon concerning violence against 
women during pregnancy is now clearly recognized. 

Having said this, it is not easy to precisely identify the interactions between these two 
different phenomena. The lack of comparable information, the different behaviour 
driven by cultural factors and many other specific perceptions due to regulations and 
national history makes highlighting the boundaries of the problem and measuring its 
outcome extremely difficult. Moreover, even the most extensive statistics produced 
recently give only a partial picture of the extent of the phenomenon. 

This is due to: 

• both to the fact that criminal justice systems act differently with respect to victims' 
rights and perpetrators' sanctions, outlining different frameworks of problems and 
solutions.  

• as well as to the fact that victims do not constantly turn to services, preventing an 
accurate identification of the problem along with a correct measurement of its extent.  
As a result, the health and social services themselves are generally unprepared to 
respond to the demand for support from the women who turn to them. 

It is no coincidence that the lack of common analysis at European level as well as a 
vocabulary of comparable information sources have compromised the discussion 
around the GBV phenomenon, despite identifying its magnitude and severity already 
in the early 1990s. 

It is only recently that the issue has been investigated (2014) further and at a 
systematic level in Europe by means of a survey carried out by the European Union 
Agency for Fundamental Rights (FRA 2015). 

 
1 Even today, these indicators are not used in a common and uniform way among EU countries 
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Researchers working on the survey were faced with the absence of complete, reliable 
and, above all, comparable data. Nonetheless, the results of the survey have shown 
the breadth and extent of various forms of violence on women across the EU. One in 
three women over the age of 15 (33%) have experienced physical and/or sexual 
violence. One in five women (18 %) has experienced stalking; one in two women (55 
%) has been the victim of one or more forms of sexual harassment.  BOX n. 1 contains 
a summary of the main results of the survey. 

Box n. 1 

Extent of the problem  
• An estimated 13 million women in the EU have experienced physical violence in the course 

of 12 months before the survey interviews. 

• An estimated 3.7 million women in the EU have experienced sexual violence in the course 

of 12 months before the survey interviews. 

Overall prevalence of physical and sexual violence 

• One in three women (33 %) has experienced physical and/or sexual violence since she 

was 15 years old. 

• Some 8 % of women have experienced physical and/or sexual violence in the 12 months 

before the survey interview. 

• Out of all women who have a (current or previous) partner, 22 % have experienced physical 

and/or sexual violence by a partner since the age of 15. 

Characteristics of physical violence 
• Some 31 % of women have experienced one or more acts of physical violence since the 

age of 15.  While women are most likely to indicate that they were pushed or shoved, 

excluding this form of violence has only a limited effect on the overall prevalence of physical 

violence, bringing it down from 31 % to 25 %. This result reflects the fact that many women 

who say they have been pushed or shoved have also experienced other forms of physical 

violence. 

Characteristics of sexual violence 

• In total, 11 % of women have experienced some form of sexual violence since they were 

15 years old, either by a partner or some other person. 

• One in 20 women (5 %) has been raped since the age of 15. 

• Of those women who indicate they have been victims of sexual violence by a non-partner, 

almost one in 10 women indicates that more than one perpetrator was involved in the 

incident when describing the details of the most serious incident of sexual violence they 

have experienced. 

Details of intimate partner violence 
• One third of victims (34 %) of physical violence by a previous partner experienced four or 

more different forms of physical violence. 

• The most common forms of physical violence involve pushing or shoving, slapping, or 

grabbing, or pulling a woman’s hair 

• Whereas in most cases violence by a previous partner occurred during the relationship, 

one in six ì women (16 %) who has been victimised by a previous partner experienced 

violence after the relationship had broken up. 
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• Of those women who experienced violence by a previous partner and were pregnant during 

this relationship, 42 % experienced violence by this previous partner while pregnant. In 

comparison, 20 % experienced violence by their current partner while pregnant.  

Details of non-partner violence 
• One in five women (22%) has experienced physical violence by someone other than their 

partner since the age of 15. 

Source - European Union Agency for Fundamental Rights (FRA (2015), Violence against women: an EU–wide 
survey 

Much has been achieved since this first systematic survey, especially to better highlight the 

causes and consequences of the types of violence identified. Their differentiation appears 

essential in the light of the contents of the Report. 

2. The Outlook of Intimate Partner Violence (IPV) 
One of the aims of the Report is to take a closer look at the phenomenon of IPV by 
highlighting its more general characteristics and by then to analyzing, one of the forms 
through which IPV manifests itself: intimate partner violence during pregnancy 
(prenatal). 

Starting from the more general concept of GBV, IPV is outlined as its specific sub-
category.  

Based on an historical and socio-cultural framework, it shows how violence is mainly 
due to an imbalance in the relationship between partners, altering at the same time the 
very same structure of the relationship. Moreover, it puts in evidence the presence of 
power asymmetries based on male dominance in association with various forms of 
female submissiveness. In producing these outcomes very different causes are 
involved, only to a small extent attributable to personal predisposition.  This has strong 
implications that increase the challenge of implementing IPV prevention and response 
strategies.  In fact, they must activate a set of direct and indirect interventions having 
the context, the community, the relationships as their reference as well as the people, 
first and foremost the victims. 

2.1 What about IPV  
IPV is a complex and multifaceted phenomenon. It develops predominantly within an 
intimate relational dimension. This makes it difficult to detect with certainty. 

Intimate partner violence (IPV) is a type of domestic violence perpetrated by a 

current or former spouse or partner in an intimate relationship against the other 

spouse or partner. It occurs in intimate relationships, and it may occur in 

heterosexual or homosexual couples, with victims being of either sex, and does not 

require sexual intimacy between partners. This type of violence covers 

psychological, sexual and physical violence (including threatening) experienced in 

the course of a person’s life (Eurostat 2021) See Also Annex 1. 

The different types of IPV are i) physical violence, which can include any conduct that 
offends the woman's physical integrity or health; ii) psychological violence, including 
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threats, humiliation, isolation and persecution; iii) moral violence characterized by 
slander and defamation; iv) 'property' violence characterized by theft, damage to 
material goods, resources and documents; v) and, sexual violence, unwanted sex, 
sexual acts without consent nor the obligation to use contraceptives. BOX n. 2 lists the 
main ways in which IPV tends to happen. It describes the set of violent behaviours 
enacted (predominantly) by the male partner within the relationship. 

BOX n. 2 The different forms of violence exercised within the relationship 

Using coercion and threats 
Making and/or carrying out threats to do something to hurt her. Threatening to leave her, to 

commit suicide, to report her to welfare. Making her drop charges. Making her do illegal 

things. 

Intimidation 
Making her afraid by using looks, actions, and gestures. Smashing things. Destroying her 

property. Abusing pets. Displaying weapons. 

Emotional abuse 
Putting her down. Making her feel bad about herself. Calling her names. Making her think 

she’s crazy. Playing mind games. Humiliating her. Making her feel guilty. 

Isolation 
Controlling what she does, who she sees and talks to, what she reads, and where she goes. 

Limiting her outside involvement. Using jealousy to justify actions. 

Minimizing, denying, and blaming 
Making light of the abuse and not taking her concerns about it seriously. Saying the abuse 

didn’t happen. Shifting responsibility for abusive behaviour. Saying she caused it. 

Economic abuse 
Preventing her from getting or keeping a job. Making her ask for money. Giving her an 

allowance. Taking her money. Not letting her know about or have access to family income. 

Male privilege  
Treating her like a servant: making all the big decisions, acting like the “master of the castle,” 

being the one to define men’s and women’s roles. 

Source UNFPA-WAVE, (2014) 
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Fig 1 An Overview 

 

Source UNFPA-WAVE, (2014) 

This is a general (simplified) list.  

The variability of the results is due to the combination of the type of violence acted by 
the perpetrator, the specific relationship and victim's the personal resources 

Fig 2 highlights some possible key mechanisms/pathways describing the outcomes of 
the different forms of violence experienced.  These outcomes may overlap, since not 
always apparent at first, depending on the victim's state of health and her ability to 
cope with the abuse by concealing it.  

As a result, they highlight the difficulty of making firm diagnoses, defining specific 
treatments and pathways starting from the identification of causes and effects on which 
to intervene. 
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Fig. 2 Pathways and health effects on intimate partner violence  
 

 

Source - World Health Organization (2013b), Global and Regional Estimates of Violence Against Women: 
Prevalence and Health Effects of Intimate Partner Violence and Non-Partner Sexual Violence. Geneva 

The ability, therefore, to read the signals that women shows when they turn to services, 
to know how to interpret them and to help communicate them should be a key skill 
among professionals who come into direct contact with victims of IPV. 
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2.2. Risk factors 
Getting to know the characteristics of IPV and its concrete manifestations has been a 
backward-looking task that has made use in recent years the analysis of symptoms 
manifested by the victims. These symptoms highlighted the very complexity of the 
phenomenon, which prompted an in-depth reconstruction of other underlying factors 
of a social, economic, and cultural nature as well as of a personal/individual nature. 
These are numerous factors located in different areas of the individual and social life 
of the victim and perpetrator that combine with each other in a differentiated and not 
always predictable way. 

Only the experience of contact with victims and a profound knowledge of IPV’s displays 
and the related risk factors has allowed in recent years the deployment of more 
effective interventions based above all on the recognition of the problems and 
symptoms but also of the external causes (context) on which to intervene.   

The effectiveness of the interventions offered to victims who turn to services 
represent the fundamental element both for the reduction of individual and 
social damage and for the prevention of future risks. 

The use of an ecological and systemic model of analysis (Fig. 3) is one of the useful 
ways that research uses to identify the phenomenon and the different (risk) factors and 
to place them in their proper observative dimension.  Knowing how and where these 
factors become established and, consequently, offering views and tools on how to 
study and prevent them has been an essential task of research over the past two 
decades. 

An in-depth knowledge of these factors and their occurrence is indeed essential both 

• to better organize services (health and social) to support victims   

• to direct the training of professionals and to make service activities more targeted 
and effective. 



 

 
10 

Fig 3 Ecological Framework for Understanding Violence against Women 
 

 

 

The ecological model (World Health Organisation, 2010) is usually used for the 
analysis of the phenomenon. It involves factors acting at different levels and 
simultaneously  

Individual: includes biological and personal history factors that may increase the 
likelihood of an individual becoming a victim or perpetrator of violence 

Relationship: includes factors that increase risk as a result of relationships with peers, 
intimate partners and family members. These are a person's closest social circle and 
can shape their behaviour and the range of experiences they are able to have. 

Community: refers to community contexts in which social relations are embedded - 
such as schools, workplaces, and urban environments - and seeks to identify the 
characteristics that associate these contexts with people who become victims or 
perpetrators of IPV 

Social: includes the larger macro-level factors that influence sexual and intimate 
partner violence such as gender inequality, religious or cultural belief systems, social 
norms and economic or social policies that create or sustain gaps and tensions 
between groups of people also based on gender. 

Over the past 10 years, numerous studies have contributed to the evolution of this 
model, which now considers new factors that make the analysis of the phenomenon 

Individual 

Community 

Society 

Relationship 
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more accurate in suggesting strategies, visions and tools for services and policies They 
are summarized in Fig.4. 

Furthermore, a closer analysis concerning the specific 'male' dimension of the problem 
allowed us to relate the set of factors more directly to gender and the male cultural and 
social dimension helps us to take a very final picture They are summarized in Fig. 5. It 
highlights behavioral stereotypes in the social and community sphere. Furthermore, it 
can suggest an integrated point of view for all of the policies aimed at developing new 
cultural approach based on gender equality and non-discrimination.   

Below we can find a review supporting the construction of the analysis model 
summarised in Fig. 4 

Factors suggesting a predisposition to IPV 

As a preliminary remark, it should be mentioned that most of the research on IPV has 
been aimed for a long time (2000-2010) at risk factors at an individual level. Therefore, 
to shed light on the phenomenon it has been essential to study the phenomenon (case 
by case) under conditions of information asymmetry (i.e mix of demographic 
characteristics, previous exposure to or experience of violence and psychological 
pathways of both victims and perpetrators) 

Age and specific behaviors linked to personal psychological maturity were found to be 
crucial factors and play a role in the different individual social constructions. These are 
drivers that define degrees of acceptability towards violence by victims as well as 
perpetrators.  

Young age appears to be correlated with an increased risk of IPV victimisation and 
perpetration, while as age increases, the risk of developing violent behaviour towards 
partners decreases (Gerino, Caldarera, Curti, Brustia, & Rollé, 2018; Miller & McCaw, 
2019; Rodriguez, Lasch, Chandra, & Lee, 2001; Yakubovich et al., 2018). 

Regarding ethnicity, in general, it has been found that belonging to an ethnic minority 
plays a more significant role than belonging to any other specific group (Burman & 
Chantler, 2005; Gerino et al., 2018; Hayward, Honegger and Hammock, 2018). 

Low socio-economic status and unemployment have also been linked to an increased 
risk of abuse.  

Men with lower socioeconomic status are more likely to perpetrate abuse and, more 
importantly, tend to inflict more severe forms of violence than those with higher status 
(Heise & Garcia, 2002; Riggs, Caulfield, & Street, 2000). Several research studies 
indicates that low levels of education are also a risk factor for perpetration and 
victimisation (Miller & McCaw, 2019). Furthermore, in social groups where a 
“masculine culture” appears to be predominant, the attainment of high level of 
education may also represent a risk of IPV for a woman. This observation has been 
directly linked to the greater predisposition of educated women to challenge male 
authority (Barnawi, 2017). 

One of the factors most directly linked to IPV is a previous history of exposure to or 
experience of violence, especially during childhood and/or adolescence. Witnessing or 
experiencing violence as a child is a powerful predictor for becoming a perpetrator or 
victim of violence in adulthood (Fazel, Smith, Chang, & Geddes, 2018; Hayward et al., 
2018; Riggs et al., 2000). This relationship between past experiences and present 
violence has led researchers to suggest that cognitive factors, such as the perceived 
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legitimacy of violence in family relationships, tend to reduce whether aggressive 
behaviours will pass on to the next generation (Gerino et al., 2018). 

Several studies tried to assess connections between IPV and psychopathology. 
Regarding victims, IPV (Moreira and M. Pinto da Costa, 2020) appears to be linked to 
high rates of psychological disorders, including depression, anxiety, phobias, 
personality disorders, post-traumatic stress disorder, eating and sleep disorders, 
substance abuse and suicidal tendencies (Gulati & Kelly, 2020; Riggs et al., 2000). 
Generally, these disorders have been regarded because of abuse. However, it has 
also been suggested that certain pre-existing mental disorders may possibly 
predispose victims to subsequent abuse (Gulati & Kelly, 2020; Kessler, Molnar, Feurer, 
& Appelbaum, 2001). 

In the case of perpetrators, researchers have linked IPV with depressive symptoms, 
post-traumatic stress disorder, certain personality disorders, including antisocial, 
aggressive, and borderline disorders, and alcohol and substance abuse (Gulati & Kelly, 
2020; Heise & Garcia, 2002; Riggs et al., 2000). Some other studies revealed that 
neuropsychiatric disorders could be considered among the strongest risk factors for 
violence, particularly substance use disorders (Fazel et al., 2018).  

However, the overwhelming majority of IPV seems to be more closely related to 
the presence of specific social and cultural norms, perceived gender roles and 
general acceptance of violence than any pre-existing medical condition. 

Relational factors  

Violence seems to occur more frequently in relationships permeated by conflict, 
characterized by negative interactions within the couple. Couples with experienced 
conditions of stress and relational distress are at greater risk of violence than couples 
who are not in distress (Riggs et al., 2000).  

Distress may arise within the relationship or be the consequence of external influences. 
Low or insufficient income can add stress in family communication behaviours. 
Feelings of frustration and inadequacy may develop relationships in which violence 
can be easily triggered (Barnawi, 2017).  A unifying point among studies is the 
perpetrators’ need to control their victims. Control is the basis of a violent relationship. 
Perpetrators make use of different strategies to exert their control over their victims 
and even show it to others, including emotional abuse, intimidation and isolation. 

Community and social factors  

As mentioned earlier, while initially, research on IPV placed more emphasis on 
determining individual factors influencing susceptibility to perpetration and 
victimisation, more recent attention has been given to exploring possible macro-social 
community factors to explain the extent and characteristics of the phenomenon.  As 
stated, low socioeconomic status has generally been presented as a risk factor for IPV. 
Although all socio-economic groups are affected, poverty appears to be a risk factor 
for IPV. However, it is unclear whether the problem lies in the lack of income or the 
social disadvantages that result from poverty. 

On the one hand, the inability to provide for one's family may lead men to feel frustrated 
for not to adhere to the socially expected role of provider. Stress and frustration could 
be the standard fuel for violence. 
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On the other hand, victims may be in a difficult position if they intend to leave the 
relationship due to a lack of economic means to support themselves and possibly their 
children (Hayward et al., 2018; Heise & Garcia, 2002).  

Violent neighborhoods with lack of social resources and opportunities for social 
integration, seem to be places where a most violent behaviour within the family is most 
likely to develop, probably due to the normalisation of a certain behaviour and the lack 
of defined protective social rules. 

In contrast, stronger neighborly ties, cohesion, trust, and an unformal sense of social 
control and/or mutual cooperation tend to reduce IPV (Thulin, Heinze, Kusunoki, Hsieh 
and Zimmerman, 2020).   

IPV is therefore, as might be expected, more common in societies or sectors of society 
with greater gender inequality, more rigid gender roles, where violence is seen as a 
justifiable means of conflict resolution (Gerino et al., 2018; Yakubovich et al., 2018). 
The presence of sanctions can act as a limitation for IPV, whether through formal legal 
sanctions or simple community pressure.  
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Fig 4 Ecological Model revised. A Summary 
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2 We know that this is often a matter of incomplete or non-systematic application of existing rules 



 

 
15 

Fig 4 highlights the enrichment of the previous ecological model. It considers additional 
factors that can be more directly attributed to the macro-social dimension, to the 
community, to male behavior within relationships, and the individual condition of 
women constituting an independent and relevant variable as well. 

An increased complexity emerges from the expansion of the model, highlighting the 
difficulty of effectively linking the different factors at play and the prevention and 
treatment interventions.  

More specifically, the difficulty arises in modifying cultural factors linked to legislative 
regulation of the Country as well as the social history of the territory. Moreover, 
personal histories and the intersection of different individual biographical paths are 
difficult to manage. Consequently, for many factors, risk prevention appears rather 
difficult and complex. The different capacity of the services (health and social) to 
provide adequate responses, regardless, makes the difference.   

Finally, the different timing of change of the various factors in the field should be borne 
in mind3.  

Fig 5 contributes to complete the analytical picture of the phenomenon by 
summarising, in a single overview, all the elements that constitute the phenomenal 
dimension observed through a male point of view. 

Figure 5 also refers changes over the course of lifetime of personality of the potential 
perpetrator by differentiating the risks of exposure to biographical experiences that 
may cause the onset of violent behaviour overtime. Observed from this point of view, 
many factors are more appropriately framed. At the same time, the Figure highlights 
the multiplicity of areas in which prevention is possible.  
 

 
3 One thinks of the difficulty of effectively intervening on male or female cultural models deeply embedded in education and individual and 
community social life 
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Fig. 5 Developmental paths to perpetration by men. Macro-social and Community Factors 

 
Source - World Health Organization (2017) 
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3. Perinatal Violence  
As argued above, it was only in 1990 that the World Health Organisation (WHO) 

recognised GBV as a serious public health problem and a violation of women's human 

rights (García-Moreno et al., 2015). Women suffering from GBV are extremely 

vulnerable and it is well established that the risk of violence increases during 

pregnancy.  However, clear links between IPV and violence during pregnancy are not 

always consistent.  Research have shown that pregnancy does not prevent IPV, but 

there is conflicting evidence on whether IPV increases or decreases during pregnancy.   

The prenatal period involves major physiological, and social changes for women 

(Glazier et al., 2004), which can lead to increased vulnerability among women due to 

emotional disturbances (Guardino & Dunkel Schetter, 2014).  

Factors such as severe relationship difficulties, financial problems and traditional 

gender roles tend to exacerbate this vulnerability and enhance the possibility of IPV 

during pregnancy.  

In general, women suffering from IPV during pregnancy may be at risk of experiencing 

psychological (Biaggi et al., 2016) and physical health consequences (Black, 2011; 

Chisholm et al., 2017) including death by homicide (Black, 2011). During this period, 

physical health effects may include problems such as premature rupture of the 

membrane, genital bleeding, reduced fetal movement, premature birth and even 

miscarriage (Black, 2011). Fig. n. 6 summarizes symptoms sand effects of IPV during 

pregnancy. 

Fig. 6 Intimate Partner Violence during Pregnancy 

 
Source World Health Organization (2011), Intimate partner violence during pregnancy Information sheet, Geneva 

For some women, IPV is even more significant: their pregnancy may have been the 

result of the violence itself, the cause for its occurrence, with consequences affecting 



 

 

 

18 

the health state of the mother and the newborn. The impact of violence against women 

during pregnancy results in physical and psychological harm to the woman and her 

child.  

The harm extends to gynecological and sexual disorders and various obstetrical 

consequences such as unwanted pregnancies, prenatal delay, miscarriage and 

stillbirth, low birth weight, preterm delivery, and foetal loss. Chronic pelvic pain, 

headaches, spastic colon disease, depression, attempted suicide and post-traumatic 

stress disorder, anxiety and drug use may also be present. 

3.1. Data on the phenomenon 
It is difficult to provide accurate statistics/information on IPV during pregnancy, as the 

methodologies used in studies on the subject vary widely. The chronic lack of 

information is also due to other factors that greatly reduce the visibility of the 

phenomenon. There are only few systematic studies on the subject. Those that do 

exist, however, give us an account of the seriousness and extent of the phenomenon. 

The WHO multinational study (Garcia Moreno et alia, 2005) shows that most of women 

who reported physical abuse during pregnancy were beaten before they became 

pregnant, although approximately 50 per cent of women in three geographical areas 

surveyed reported being beaten for the first time during a pregnancy (WHO 2011). 

A very recent systematic review useful for defining the boundaries of the phenomenon 

by Román-Gálvez (2021) is now available. This research had the objective to 

synthesize worldwide prevalence data concerning physical, psychological, and sexual 

IPV in pregnancy and to explore reasons for variations in rates. In this evidence 

synthesis, IPV prevalence in pregnancy was found to be variable, with one-quarter of 

mothers exposed to violence. 

IPV prevalence in pregnancy is reported to vary according to the definition used in the 

measurement strategy and the socio-cultural context of the population studied.  

In any case, these factors make comparison between individually reported rates 

particularly difficult. 

3.2. Barriers and facilitators to effectively fight perinatal violence 
Research shows that many barriers continue to hinder effective screening of the 

phenomenon in the context of antenatal care.  These barriers relate to different factors, 

depending on whether they are considered from the more global perspective of the 

health care system or from a more specific one, such as those of health care personnel 

or women suffering from IPV during pregnancy.  

However, these different sets of barriers seem to be interconnected. 

Good quality screening of violent episodes is the first step towards case identification 

and therefore action to break the IPV cycle (Chisholm et al., 2017). Moreover, evidence 

suggests that the implementation of screening mechanisms within antenatal care is a 

key component of IPV screening, providing pregnant women with an opportunity to 

disclose the violence they are experiencing and enabling health professionals to carry 

out monitoring, intervention and referral to other services (Kataoka & Imazeki, 2018). 
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The quality of screening as well as the very effectiveness of practices against perinatal 
violence are strongly reduced by some factors related to: 

• ways and limits of victims’ behaviour in contacting appropriate services, and. 

• attitudes and specific knowledge and skills of professionals. 

The reasons that often discourage women and prevent them from accessing services 
and / or adequately sharing information may be the following (UNFPA-WAVE, 2014): 

• shame, guilt, and the feeling of being the only or main perpetrator of the violence 

experienced. A woman who has experienced violence from an intimate partner may 

be convinced that she can stop the violence if she obeys the perpetrator's wishes 

and 'improves' herself (Colombini et al., 2017; Gomez Fernández et al., 2017; 

Marques et al., 2017). 

• fear of reprisals from the perpetrator: women in violent relationships may fear an 

escalation of violence and further threats, as violent partners usually forbid women 

from talking about the violence to any other person and threaten further violence. 

(Duchesne et al., 2020; Eustachio et al., 2016; O'Doherty et al., 2015). 

• fear of stigma and social exclusion from their families and communities. Social 

isolation and the feeling of having to deal with violence experienced alone (Gomez 

Fernández et al., 2017; Mauri et al., 2015). 

• long-term maltreatment experiences that can damage women's confidence and 

self-esteem to such an extent that seeking and accepting support becomes difficult.  

• lack of safe options for their children and fear of losing custody of their children. 

• fear of drawing attention to illegal immigration status or losing status because of 

separation from an abusive spouse. 

• lack of realistic options, for example regarding financial resources, housing, 

employment or safety (Bianchi et al., 2016; Colombini et al., 2017; Gomez 

Fernández et al., 2017); 

• fear of not feeling understood by healthcare staff (Colombini et al., 2017), and. 

• fear of negative responses from professionals and of being blamed for not 

separating from the violent partner, particularly when the woman has received 

inappropriate and blaming responses from other services in the past. 

Organizational services and pathways to identify cases and support victims: 

• linguistic and cultural barriers faced by migrant and ethnic minority women. 

• inappropriate physical conditions of the facility (Bianchi et al., 2016; Damra et al., 

2015; Gomez Fernández et al., 2017; Wild et al., 2019). 

• lack of physical access to health care services for women living in non-core areas. 

• lack of time for specific medical care and adequate screening to effectively contact 

the victim (Bianchi et al., 2016; Chisholm et al., 2017; Colombini et al., 2017; Damra 

et al., 2015; Eustachio et al., 2016; Garnweidner-Holme et al., 2020; Gomez 

Fernández et al., 2017; Wild et al., 2019) 
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• lack of intra-institutional support such as standardised protocols, documentation 

forms or staff training on how to deal with GBV survivors. 

• uncertainty about legal obligations, such as confidentiality rules or reporting 

requirements.  

• lack of standardised procedures, policies and protocols to ensure that health 

professionals' response to all GBV survivors follows standards of "good care", and. 

• lack of resources for services’ development to ensure continuity of care (Colombini 

et al., 2017; Damr et al., 2015). 

Practitioners’ skill deficits 

• If health professionals do not ask about or recognise the symptoms of GBV, they 

may misdiagnose survivors or offer inappropriate care. 

• own attitudes and misconceptions about GBV that may lead to perceiving intimate 

partner violence as a private matter or blaming the survivor for the violence. Own 

experiences of GBV in the past. 

• lack of clinical expertise in responding to GBV (Bianchi et al., 2016; Colombini et 

al., 2017; Eustachio et al., 2016; Mauri et al., 2015). Consequently, health 

professionals may be reluctant to ask about GBV in order to avoid 'opening 

Pandora's box' (McCauley et al 1998, cited in PRO TRAIN 2009; Baird et al., 2015; 

Bermele et al., 2018; Colombini et al., 2017; Eustachio et al., 2016; Mauri et al., 

2015), and. 

• lack of information on existing support services and the knowing of appropriate 

professional contacts, which could serve as a basis for referral. 

With regard to factors that can be considered facilitators for victims who come to the 
service, we can list the following:  

• perceiving the interest of health personnel and not feeling judged (Eustace et al., 

2016; Spangaro et al., 2016),  

• feeling safe and being able to trust healthcare facilities (Damra et al., 2015)  

• presence of female partners at service contact activities (Gomez Fernández et al., 

2017),  

• promotion of the benefits of screening among pregnant women (i.e., providing 

opportunities for support) (Kataoka & Imazeki, 2018)  

• provision of spaces for information and support outside the antenatal care setting 

(Halpern-Meekin et al., 2019). 

Regarding the specific functioning of the services, we can list  

• longer consultation times and long-term monitoring of cases (Eustace et al., 2016).  

• investment in material resources within healthcare systems,  

• provision of safe and private spaces for care (Bianchi et al., 2016),  
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• availability of referral mechanisms (Bianchi et al., 2016; Chisholm et al., 2017; 

Colombini et al., 2017; Hahn et al., 2018; Halpern-Meekin et al., 2019; Wild et al., 

2019) linked to relevant community services (Chisholm et al., 2017; Wild et al., 

2019) and human resources to provide a multidisciplinary response to the problem 

(Bermele et al., 2018; Mauri et al., 2015) 

Research generally refers to practitioners' competence with regard to the phenomenon 

as the facilitator par excellence (Bermele et al., 2018; Bianchi et al., 2016; Chisholm 

et al, 2017; Colombini et al., 2017; Duchesne et al., 2020; Halpern-Meekin et al., 2019; 

Hegarty et al., 2020), particularly midwives (Baird et al., 2015; Gomez Fernández et 

al., 2017; Mauri et al., 2015; Wild et al., 2019) . 

One of the most widely highlighted facilitators is the provision of training on GBV, IPV 

screening and response for healthcare personnel in antenatal settings (Bermele et al., 

2018; Bianchi et al., 2016; Chisholm et al., 2017; Colombini et al., 2017; Duchesne et 

al, 2020; Halpern-Meekin et al., 2019; Hegarty et al., 2020), particularly midwives 

(Baird et al., 2015; Gomez Fernández et al., 2017; Mauri et al., 2015; Wild et al., 2019), 

and inclusion of training on this topic on university curricula (Duchesne et al., 2020; 

Mauri et al., 2015). This goal echoes the recommendations of the WHO (2013), which 

state that all professionals providing care to women victims of violence should receive 

the necessary training to detect this violence on the job continuously. 

Finally, facilitators should include the availability of efficient screening tools to detect 

symptoms (Bermele et al., 2018; Bianchi et al., 2016; Chisholm et al., 2017; G_omez 

Fernández et al., 2017; Hahn et al., 2018; Kataoka & Imazeki, 2018; Mauri et al, 2015), 

using technology (Bacchus et al., 2016; Chisholm et al., 2017; Garnweidner- Holme et 

al., 2020) also to overcome some of the barriers to face-to-face detection to solve the 

problem of lack of time (Chisholm et al., 2017) and the language barrier (Colombini et 

al., 2017; 

Garnweidner-Holme et al., 2020; Gomez Fernández et al., 2017). The use of self-

administered tools also appears to help improve screening results, as well as being a 

very effective information tool for women themselves. 

4. Training Issues 
Health care systems in Europe remain a key but underutilized entry point through 
which victims of gender-based violence (GBV) can be identified and supported. 
Health care professionals are in a position to break the silence and offer critical care 
to women and children who are victims of violence and suffer its health 
consequences for many years. Furthermore, 
they are often the ones who have the most contact with survivors. However, health 
professionals often fail to identify patients experiencing abuse, and thus only treat 
the presenting complaints and miss the opportunity to provide the link to specialised 
GBV services. Other health professionals do not have the infrastructure or legal 
support to provide the necessary care. It is essential that health professionals play 
a key role in ensuring that the health care system responds to GBV and protects 
women’s health and rights, and this can only be done by directly connecting the 
health care system to specialized support services (Austrian Women’s Shelter 
Network (2015), p.5 
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Training for professionals, the improvement of knowledge of the IPV phenomenon 

and abilities in managing the different services and opportunities remains the 

essential factor for the IPV victim protection system. 
Research highlights that the system includes not only health professionals but a wide 

range of professionals from different but adjacent sectors. The reasons for this lie in 

the very way in which the phenomenon is detected by research and services.  

Professionals should all receive appropriate training: while nurses, midwives and 

gynecologists are in a unique position to identify and help victims of IPV, since they 

are often their first point of contact in the healthcare system, social workers, lawyers, 

and others need to understand when and how to facilitate cooperation on the cases 

Consequently, the most effective response to the presence of a multifaceted problem 

is to proceed to a common training aimed at different types of professionals involved 

in the phenomenon. 

Interdisciplinary training should be mandatory. It should cover topics that are relevant 

for all professional groups and that require coordination and collaboration across 

different professional groups. For example, doctors, nurses, counsellors and social 

workers can be trained together on certain topics. This can be followed by learning that 

is specific to different professional groups (for example, specific trainings for doctors 

and nurses on physical examination or specialists on forensic examination). For certain 

topics, such as medico-legal response, joint training for professionals in the health and 

police and justice sectors is important. 

Ideally, training facilitators should be multi-sectoral, involving trainers/facilitators and 

human resources from health and social services, NGOs, police and judiciary, where 

available, establishing referral pathways among the different actors. 

In general, professionals involved in training actions come from different areas (health 

care, social, justice, experts)  

• Doctors specialized in emergency assistance, accident surgery, intensive care, 

orthopedics, surgery, 

• Obstetricians and gynecologists, family planning specialists, 

• Assistants in doctor’s offices, 

• Hospital nurses, nurses providing at-home care, geriatric nurses, 

• Midwives, 

• Dentists, 

• Psychiatrists, psychotherapists, clinical psychologists, doctors with diploma in 

psychology, 

• Ear, nose and throat doctors, eye specialists, 

• Company physicians, public health officers, 

• Physiotherapists  

• Social workers 

• Lawyers  

• Justice workers  

• Police Officers 

• General practitioners 



 

 

 

23 

With regard to the effectiveness and characteristics of training research the World 

Health Organization (WHO, 2013a, Campbell JC et al. 2001, Donohoe J. 2010, 

Dubowitz H et al., 2011 Feder G et al. 2011 Lo Fo Wong SLF et al., 2006) highlights 

that training, especially that of health-care providers represents the best instrument for 

an increase in the effectiveness of results of the intervention against IPV. It depends 

on the specific way in which the problem is perceived mainly within healthcare facilities 

and within pregnancy support activities.  

Several studies aimed at detecting and monitoring effects of training interventions for 

health professionals on intimate partner violence and sexual violence show that most 

of them are oriented towards improving:  

• the skills/capabilities of providers and/or;  

• effects on victims. 

Although there are no univocal results in relation to the specific effects on the different 

professions (health, social, judicial system), definitive results and a systematic 

evaluation of these interventions are lacking. 

These studies suggest that such training may lead to positive changes in health-care 

providers’ knowledge about IPV, and better equip them to care for survivors. This 

includes their attitudes towards survivors, and the belief that groups of patients should 

be asked about sexual violence, as well as practices (in particular, clinical ones among 

patients sexually assaulted, improved gathering of evidence, as well as writing of 

emergency department notes). 

Generally, training addressed to health-care providers offering care to women should 

be received in service with the aim of: 

• enabling them to provide first-line support 

• teaching them appropriate skills, including: 

o when and how to enquire about violence and the best way to respond to 

women.  

o basic knowledge about violence, including laws that are relevant to victims 

and/or. 

o knowledge of existing services that might offer support to survivors of 

intimate partner violence and sexual violence (this could be in the form of a 

list of community services) 

Another of the elements that emerged strongly is that the subject should be 

approached from all its perspectives: health, psychological, social, ethical, and legal, 

overcoming the current partial vision given separately by different disciplines. 

From the point of view of approaches and methods, the evidence to be considered is 

as follows: 

• The experienced violence is multi-faceted, and an individual approach is necessary 

to meet the unique person’s needs.  

• Relational ethics, which means to be sensitive to a particular situation through 

opening a dialogue between and among individuals has been considered the most 

suitable approach to the situation when disclosure of domestic violence occurs.  
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• Also person-centered care can be a useful model in these situations which means 

an attitude of being with people in a respectful and non-hierarchal way.  

• Person-centered approach is a collaborative approach whereby the provider (i.e. 

midwife) evokes the person’s own intrinsic motivation and resources for change. 

• Moreover, survivors of violence during pregnancy need help to navigate among 

possible services and authorities, and a continuum of professional services in 

society has been recognized as essential. Therefore, collaboration between 

different authorities is crucial and must be smooth and seamless for the violence-

exposed (pregnant) women. 

• Health care professionals should be trained to validate their patient's feelings and 

experiences, inquire about their needs and concerns, assess the risk, and provide 

guidance and support, including reference to specialized services (IRISi et al., 2020; 

Miller & McCaw, 2019). In essence, the role of the professional managing these 

situations has not changed, but further challenges have been introduced (IRISi et 

al., 2020). Another challenge relates to the fact that identification of risk factors and 

detection of the signs and symptoms commonly associated with IPV can be 

compromised in not in-person settings.  

• Importantly, psychological symptoms can be disregarded as a direct consequence 

of the emergency state, and health care professionals may fail to explore the actual 

reasoning behind them 

It should be noted that there is no specific training for practitioners in relation to 

violence during pregnancy. 

Instead, what is mainly highlighted is:  

• presence of clinical specifics affecting pregnant women of which, especially health-

care system operators must be aware  

• need for a general improvement in the communication, diagnosis, and reporting 

skills of operators in contact with victims 

• need to start interdisciplinary discussions as soon as possible between the 

operators who are on the case including, where present, social workers 

4.1 Principles for training  
Regarding the guiding principles for training, the most relevant ones (UNFPA-WAVE, 

(2014), Austrian Women's Shelter Network (2015) (WHO 2014) are listed below. (WHO 

2013a)  

1. Training should be competency and skill-based, while also addressing cultural 

sensitivity among providers, promoting gender equality and protecting human 

rights. 

2. Training should be consistent with national policies, guidelines and protocols, 

responding to intimate partner violence and sexual violence against women: 

clinical and policy guidelines) and Health care for women subjected to intimate 

partner violence and sexual violence  
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3. Training should include clinical examination and care for intimate partner violence 

and victims of sexual assault, as well as attention to cultural competency, gender 

equality and human rights considerations.  

4. Training should take place within the healthcare setting, to promote attendance. 

5. Initial training has to be reinforced with the provision of continual support. Regular 

follow-up and quality of supervision are essential. 

6. Training must be an ongoing process as to constantly better health-care providers’ 

practices.  

7. Training should provide opportunities for continuous learning. This can include 

case reviews, refresher trainings (for example, to address gaps in knowledge and 

skills), on-the-job mentoring, supervision, and support. 

8. Training should cover basic knowledge about violence against women, available 

services, and health-care providers’ own attitudes towards violence against 

women. 

9. Training should be intensive and appropriate to the context and setting while also 

paying attention to self-care for providers, including subjects of potential vicarious 

trauma. 

10. Training should include different aspects of the response to intimate partner 

violence and sexual assault (e.g. identification, safety assessment and planning, 

communication and clinical skills, documentation and provision of referral 

pathways). 

11. Training should be implemented using interactive techniques which may be 

helpful. 

12. Training should go beyond the providers and include system-level strategies (e.g. 

patient flow, reception area, incentives and support mechanisms) to enhance the 

quality of the heath-care system and its sustainability. 

13. Training for both intimate partner violence in general as well as during pregnancy 

should be integrated in the same programme, given the overlap and the limited 

resources available for training health-care providers on these issues. 

Furthermore, integrating domestic violence into undergraduate and postgraduate pre-

service and in-service programs, in line with a more human rights and social approach, 

to maternal health in general would be beneficial.  

Finally, although it is not strictly within the findings of the Report, BOX 3 shows the 

themes that inform the curricula of the training activities generally put into practice  

BOX n. 3 Main topics for training 

Overview of violence against women 
• Understanding definitions, magnitude, risk factors, consequences. 
• Knowing national laws and policies and available resources and tools to guide 

response. 

Experience of survivors 
• Understanding barriers women face in accessing care. 
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• Perceptions and beliefs that impact care for survivors 
• Understanding how one’s own beliefs affect provision of care. 
• Distinguishing between myths and facts. 
• Understanding the concepts and practical implications of providing woman-centred 

care. 

Provider-survivor communication skills 
• Improving skills in active listening and communicating effectively with the patient 

Identification of Intimate Partner Violence 
• When and how to ask about intimate partner violence? 

Improving health service readiness 
• Assessing service delivery readiness. 
• Strengthening political will. 
• Using data for advocacy and planning. 
• Understanding what is first-line support and why it is important. 
• Practicing skills in empathic listening, inquiring about needs, and offering validating 

response. 

Strengthening service delivery 
• Adapting and applying specific protocols. 

• Developing action plans and costing services. 

• Improving health workforce capacity. 

• Performing safety assessment and planning/support. 

• Where and how to refer for support? 

• Strengthening infrastructure and availability of commodities. 

• Engaging the community and being accountable to them. 

• Monitoring and evaluation of services. 

• Establishing coordination mechanisms and referral pathways. 

Documenting violence against women 
• Why is documenting violence against women important? 

• What are the guiding principles for documentation? 

• How and where should information be recorded? 

Clinical care for victims 
• Taking history and medical examination (role play). 
• Providing treatment and follow-up care. 
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5 Country Reports, Survey and in-depth interviews 
Country Reports differ from each other, beyond the fact that they use the same index 

and kind of different historical background and countries' perception of the problem, 

different legal and regulatory systems have made the task of finding common factors 

and elements of homogeneity ineffective. 

Namely, the lack of homogeneity refers to knowledge, statistics, the common feeling 

of experts, practitioners, health/social/judicial professionals, and finally, to how 

different phenomena are detected and defined.  For instance, as argued in Chapter 1, 

there is a lack of a common definition on IPV both within and among legislations. A 

common definition of the problem can only arise from the same perception and shared 

information about its constituents. 

Undoubtedly, the perception of a strong underestimation of the phenomenon, the 

common effort to understand its boundaries, the need to have services that are 

responsive and professionals who are familiar with the problem are uniformly reported 

in the CRs.  

An attempt was made to draw a final picture (see Table 1) of the various regulatory 

resources and policy tools identified by the reports and collected by our independent 

research to understand, at a preliminary level, some differences and similarities among 

countries.  

This can help shed light on the common knowledge already present among training 

recipients and the challenges they may face. 

Table 1 - Regulatory and Legal Resources, Plans and Programmes 

 Regulatory and Legal Resources Plans and Programmes 

Bulgaria4 

Law for Protection against Domestic Violence, 
2019 5 

LAW for Equality of Women and Men, 2016 

Criminal Code, 2019 

Criminal Procedure Code, 20206  

National Program for Prevention 
and Protection from Domestic 
Violence  

National Action Plan on women, 
peace and security (2020-2025) 

National Programme to improve 
maternal and child health for the 
period 2014–20207 

Greece 

Law 3500/2007 "To address domestic violence" 

Law 4604/2019 on "Promotion of substantive 
gender equality, prevention and combating of 
gender-based violence", 2019 

Second Annual Report on 
Violence Against Women by 
General Secretariat- for 
Demography and Family Policy 
and Gender Equality 
(GSDFPGE) (2021) 

 
4 Bulgaria has signed this Convention, but it hasn’t ratified yet. Bulgarian Constitutional Court has issued a decision 
on constitutional case №3/2018 on 27.07.2018 which states that ‘the Convention of the Council of Europe for 
prevention and fight against violence against women and domestic violence, composed on 11.05.2011, signed by 
the Republic of Bulgaria on 21.04.2016 does not correspond to the Constitution of the Republic of Bulgaria.  
5 The law has been changed many times. The last dates 2022 
6 In some cases, the reference year is that of the last amendment suggested by reports and international literature 
or of the actual entry into force of the law.  
7 CEDAW (2020a), Concluding observations on the eighth periodic report of Bulgaria, UN Publication 
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Penal Code of Greece 8 art 304  

Law 1419/1984, according to which the crime of 
rape is defined as a felony and the ex officio 
prosecution for the crime of rape was established 

Law 82063/22-10-2021 Decision of the Minister of 
Labor and Social Affairs "Policy models for the fight 
against violence and harassment and for the 
management of internal complaints of articles 9 
and 10 of Law 4808/2021 

Italy 

art. 572 of Penal Code. "Mistreatment against 
family members and cohabitants": regulates the 
crime of maltreatment in the family, modified 
following the ratification of the Treaty of Lanzarote 
through Law 172/2012. 

Law no. 154/2001, "Measures against violence in 
family relationships” 

Law 149/2001 provides that the Juvenile Court, in 
cases where protection of the minor is needed, 
may issue an order for the removal of the violent 
parent from the family home. 

Law 38/2009 on persecutory acts (stalking)  

Law 15 October 2013, n. 119 provides for 
increased punishment including the aggravating 
circumstance concerning the crime of ill-treatment 
in the family, committed to the detriment or in the 
presence of minors, even with an age greater than 
fourteen years and / or against pregnant women. 

Law 119/13 provides for increased punishment 
including the aggravating circumstance concerning 
the crime of ill-treatment in the family, committed to 
the detriment or in the presence of minors, even 
with an age greater than fourteen years and / or 
against pregnant women. 

National Strategic Plan on Male 
Violence against Women 2021-
20239. 

Slovenia 

Protection Against Discrimination Act 2016 

A special criminal offense of Domestic Violence 
(Article 191) is introduced in KZ-1 (Criminal code), 
which is also prosecuted ex officio 

Criminal offense 'Domestic Violence' under Article 
191 of KZ-1 is given as a rule when a certain 
continuity of the perpetrator's conduct is given10.  

 

Resolution on the National 
Programme for Equal 
Opportunities for Women and 
Men, 2015–202011 

 

 

 
8 Penal code criminalizes behaviors related to the artificial termination of pregnancy as well as the bodily injury to 
the fetus or the newborn. More specifically, article 304 paragraph 1 
9 Many other bodies have produced guidelines on the subject es. D.I.Re – Anci (2014), Male violence against 
women. Guidelines for the intervention and construction of a network between the Social Services of the 
Municipalities and the Anti-Violence Centers. Rome. 
10 Individual, unique or an isolated case of the use of physical force against a family member or member will, as a 
rule, constitute some other crime 
11 CEDAW (2021) Seventh periodic report submitted by Slovenia under article 18 of the Convention, UN 
Publication 
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In fact, many of the changes that have affected public regulations on GBV in recent 

years go in the direction of making consistent with one another the experiences of 

services, the knowledge of the phenomenon, and the national and local regulations. 

That said, there is no shortage of setbacks as in the case of Bulgaria, where conflict is 

still ongoing over the constitutional validity of the Istanbul Convention.  

5.1. Survey 
The CRs also contain the results of the Survey carried out in each project Country 

The participant were Lawyers, Child Educators, Social workers and Doctors/health 

care operators 

The interview aimed at collecting information about the phenomenon of perinatal 

violence in Map’s Participants Countries, if and how it is assessed and addressed. The 

goal was also to understand the different national views on the phenomenon and the 

needs of survivors. 

In addition, the intent was to identify possible training needs for professionals who 

identify and support survivors of perinatal violence, as well as to explore the possibility 

of initiating a best practice pathway for survivor support in your country - public, 

nonprofit and private sectors. 

Below are the most significant relative results in order to give greater significance to 

the report 

Total valid answers 191 out of 253 total answers 
Country Participants 

Bulgaria 52 

Greece 46 

Italy 45 

Slovenia 48 

EVIDENCE 
The sample, in general, knows little about the topic and believes there is a need to 

develop research and training activities on the topic. 

To Question A1  

Are you aware of the phenomenon of perinatal violence in your country?  

Only 72 respondents (37.6%) declare that they are not aware of the issue of perinatal 

violence.  

To Question  
A2 Are you aware of any relevant policy addressing perinatal violence in your country?  

Only 12 respondents (6.2%) declare that they are aware of policies addressing 

perinatal violence. 
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To Question A3  
“What is the status of the research on this phenomenon in your country?”  

The answers are distributed as follows: 

Few research studies have been carried out 5,9% 
One research is ongoing/has been carried out 4,8% 
Only few professionals (public and private services) have identified the issue 18,6% 
There is no research at all  16,0% 
I’m not aware of the status of the research 54,8% 

To Question A4 'How do you think that perinatal violence needs to be detected?' and 

A5 'How do you think that perinatal violence needs to be specifically addressed?  
Answers do not show significant variability as all respond positively to the need to know 

and intervene on the phenomenon of perinatal violence 

To Question A6  

Are you aware of any tool for detecting perinatal violence?   

96% of the respondents answered NO highlighting the almost absolute lack of 

knowledge on how to intervene. 

The social approach to the issue is considered preferable by the majority of 

respondents who regard lawyers and, to a slightly larger extent police officers as the 

least relevant actors to intervene in the phenomenon. 

To Question A7  
In your point of view, who are the most suitable professionals that should be involved 
in detecting perinatal violence?   
The distribution of the answers shows that the types of professionals considered most 

important are those in the specific health area (obstetrical gynaecologists) followed by 

social workers and psychologists. 

 

45,5%

66,5%

58,6%

12,6%
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Consistently with the lack of specific knowledge on the phenomenon to Question A8  

Are you aware of good practices for assessing episodes of perinatal violence in your 
country?  

Only 7.3% answered affirmatively 

To Question A9  

Do you think that women in the perinatal period that have actual experiences of 
violence and/or survivors of GBV have specific needs?  

The most relevant needs are: psychological, social and medical. Less relevant are 

parenting help, legal help and economic help. 

To Question A11  

Do you think there should be a specific training to health and psychosocial 
professionals for detecting and addressing perinatal violence?   
All respondents answered YES 

The most relevant training topics are: 

 

To the Question A12  
Do you think that in the service where you work, would it be possible to work on a program for 

detecting and addressing needs of victims of perinatal violence?   
61% answered YES.  The majority of those answering No said it would be difficult mainly due 
to lack of time and technical and financial resources12 

 
12 The CR of Greece suggests that where it would not be possible to work in a program to identify and address 
the needs of victims of perinatal violence, the main obstacles seem to be 

• Non-specialized staff  
• Time allocation 
• There is no sufficient space 
• Women would not easily talk about perinatal violence; they would have difficulty opening up  
• Staff would not be interested 
• Organizational challenges 
• The administration would not accept 
• Staff will be emotionally affected and oppressed 
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5.2 In depth interviews with institutions 
The in-depth interviews carried out in each national context have confirmed the 

historical and cultural differences between each participating Countries, the differences 

in legislation, as well as those among the organizational models of services.  

During such interviews some other key issues were brought to light such as: lack of 

knowledge of the phenomenon - in some of these countries the gap of knowledge also 

concerned experts – and a different logic of intervention among services that are 

strongly path dependent.  
It is also clear that whereas in each national context the multifaceted of the 

phenomenon and its complexity have been mostly understood, there remains a strong 

need for knowledge and coordination between interventions. 

The training needs outlined in the quantitative interviews were reconfirmed by those of 

the in-depth ones. If anything, some further issues were even better highlighted in the 

in-depth interviews, as seen from the suggestions in the international literature. 

• concepts, definitions, limits of IPV and prenatal violence,  

• support services,  

• research on the phenomenon and its effects 

• frontline professionals to the provision of health services skills and professional 

needs   

• interdisciplinary approach perspective  

• cooperation strategies among victim support services and intervention 

mechanisms (justice bodies, social services, health services, women's support 

/assistance services, child protection services, etc. 

• data collection for the monitoring and screening of the phenomenon 

Several strategic elements were furthermore emphasized, allowing for an evolutionary 

growth of sectoral policies and the development of a holistic approach to the issue.  

They are as follows: 

• Conducting social surveys to study, identify and record the expansion of the 

phenomenon of perinatal violence in Greece  

• Collecting of statistical data on the phenomenon, from all bodies supporting victims 

of violence, state bodies such as hospitals, health care centers, counseling centers, 

shelters for violence, civil society organizations, municipal social services, the 

police, the judiciary, NGOs  

• Training of professionals operating in the health and social sector, in the counseling 

centers for the support of women that are survivors or victims of domestic violence, 

in the field of law enforcement, regarding the phenomenon of perinatal violence, its 

identification and treatment 

• An inter-disciplinary and inter-organizational approach, using common procedures 

to assess and report incidents, and common practices to deal with the cases of 

violence  
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• Strengthening the role of the national network of counseling facilities that support or 

accommodate women survivors and/or victims of domestic violence, and 

additionally the expansion of the role of social services. 

• Introduction and application of specific programs for the detection and first treatment 

of perinatal violence against women in hospitals, health clinics and other primary 

and secondary care centers  

• Creating a common regulatory framework for the interconnection of the 

organisations involved in the prevention, early detection and treatment of domestic 

violence, as a prerequisite for the effective coordination of the national policies 

concerning violence against women 

• Informing and raising the awareness of the public and Civil Society about the 

phenomenon of perinatal violence (CR Greece, 2022) 

6. Brief conclusions 
The report shows that there is a consistency between what can be found in the 

international literature in relation to the definition of the phenomenon, its 

characteristics, its measurement, and the deficits related to the organisation of services 

and what emerges, albeit in a strongly differentiated manner, in the Country Reports. 

There is also a high degree of coincidence in the training needs expressed in re to the 

various professions, albeit distributed differently for each country. 

This differentiation does not stress the difficulty of constructing a common framework 

of analysis and it is probable that in consideration of the different level of maturity of 

the services about the subject there are different declinations of the training needs for 

each single Country as well as of strategies for improving the quality of the 

interventions.  

An important deficit remains in the background in relation to the tools for detecting the 

phenomenon in the country systems. 

This suggests working, in the course of the training activities not only on the numerous 

key areas identified, but also on the creation of a common framework for information, 

considering the gap between the information systems available and those system used 

to collect info on the common indicators proposed by the European Union (see Annex 

2). 
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Annex 1  
 
Eurostat (2021,  Methodological manual for the EU survey on gender-based violence 
against women and other forms of inter-personal violence (EU-GBV) 2021 
 

An abuser (perpetrator)  
is a person who perpetrates violence. In this survey, the respondent is requested to select a 

type of perpetrator (i.e., a relationship with a victim). The relationship between the victim and 

the perpetrator is the main factor for understanding the potential motives of violence, and for 

dealing with its impact and consequences, both for the victim and for society in general. 
 
Attempted rape  
is an act of sexual violence in which a person attempts to have sexual intercourse with another 

person by threatening them (verbally or with a weapon), by using physical force, or by putting 

that person in a situation in which they cannot say no or comply out of fear. However, sexual 

intercourse does not occur. (Current partner violence, Former partner violence, Non-partner 

violence) 

 
Domestic perpetrators  
include family members and other individuals living or having lived in the same household as 

the victim at the time of one or more violent events. They also include intimate partners as 

perpetrators. (EU-GBV indicators covering intimate partner and non-partner violence) 

 

Domestic violence  
refers to all acts of sexual or physical violence (including threatening) that occur within the 

family or domestic unit, including violence between intimate partners. (EU-GBV indicators 

covering intimate partner and non-partner violence) 

 

Economic violence (economic harm)  
occurs when an intimate partner denies or limits access to financial resources or to the labour 

market. In the EU-GBV survey, economic violence is included under psychological violence, 

as some studies suggest that a lack of economic resources may indirectly harm person’s 

Former partner violence)  

 
Emotional violence perpetrated by parents in childhood  
is psychological violence such as belittling a person or humiliating them verbally which is 

experienced by the child, i.e. respondent in childhood. Observing experiences of violence in a 

person’s family is an essential part of studying the intergenerational transmission of violence. 

(Violence in childhood)  

 
Emotional violence witnessed between parents in childhood  
is psychological violence such as belittling a person or humiliating them verbally which the 

child witnessed between parents. Observing experiences of violence in a person’s family is an 

essential part of studying the intergenerational transmission of violence. (Violence in 

childhood) 
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Episode (event or incident)  
is a single violent situation during which the respondent may have experienced one or more 

different violent acts. 

 

Family members (relatives)  
include blood relatives such as parents and children, and other blood relatives who may be 

living at the same address or non-cohabiting, as well as other household members or relatives 

by marriage or adoption, such as siblings, grandparents, aunts, uncles, cousins, nephews, 

nieces, relatives by marriage (in-laws), etc. They sometimes include an intimate partner. (Non-

partner violence) 
 
Former partner  
is any intimate partner with whom the respondent no longer has an intimate relationship. 

Alternatively, someone who cohabited with the respondent without being legally married or in 

a civil partnership. It can also refer to someone who did not live together with the respondent 

but was nonetheless an intimate partner. (Stalking, Former partner violence) 

 

Gender-based violence against women  
is violence directed against a woman because she is a woman or violence that affects women 

disproportionately. 

 

Health service  
is a service such as a hospital or ambulance providing medical treatment and care to the public 

or to a particular group. (Sexual harassment at work, Violence in childhood, Current partner 

violence, Former partner violence, Non-partner violence) 

 

Inter-personal violence  
is violence between individuals. It is subdivided into family and intimate partner violence and 

community violence.  

 
Intimate partners  
are current or former spouses, civil union partners or cohabitants, people in an informal 

relationship or who are dating, people whose marriage has been dissolved or declared null, or 

people who have been engaged, formally or informally, to get married or enter into a civil 

partnership.  

 

Intimate partner violence (IPV) 
is a type of domestic violence perpetrated by a current or former spouse or partner in an 

intimate relationship against the other spouse or partner. It occurs in intimate relationships, 

and it may occur in heterosexual or homosexual couples, with victims being of either sex, and 

does not require sexual intimacy between partners. This type of violence covers psychological, 

sexual and physical violence (including threatening) experienced in the course of a person’s 

life. 
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Last episode 
is the most recent violent episode that has happened within the last five years, focusing on the 

dynamic and the seriousness of this episode. The information obtained here is crucial, as the 

last episode is a sort of random selection of violent events. (Current partner violence, Former 

partner violence, Non-partner violence)  

 

Legal aid service  
is a service designed to help people who have experienced specific types of violence, for 

instance. This can involve answering questions about their legal rights and the types of help 

available, working on family mediation; or representing the victim in a court or tribunal. In some 

countries, such services are free of charge for victims of crimes such as sexual or domestic 

violence (free legal aid). (Support services, Current partner violence, Former partner violence, 

Non-partner violence) 

 

A Non-partner  
is the type of perpetrator defined under Non-partner violence, who has never had an intimate 

relationship with the respondent. (Non-partner violence)  

 

Non-partner violence  
is threatening, physical or sexual violence experienced since the age of 15 and perpetrated by 

someone who has never had an intimate relationship with the respondent, such as a stranger, 

an acquaintance, a friend, a colleague, a teacher, a neighbour, or a family member. 

 

Parents  
are the people who brought the respondent up. Apart from the respondent’s biological mother, 

a stepmother, foster mother or grandmother can also be considered as a mother figure. The 

same applies to stepfathers, foster fathers or grandfathers, who can be father figures if the 

respondent was not brought up by a biological father 

 

A Perpetrator (abuser)  
is a person who perpetrates violence. In this survey, the respondent is asked to select the type 

of perpetrator (i.e. the relationship the perpetrator has with a victim). The relationship between 

victim and perpetrator is the main factor in understanding possible motives for violence and 

dealing with its impact on and consequences for the victim and society. 

 

Physical injuries  
are damage to the body, such as bruises, black eyes, pain in parts of the body, or a bloody 

nose; cuts, scratches, burns; fractures, broken bones, a broken nose or broken teeth; head, 

brain, internal or genital injury; miscarriage; pregnancy as a consequence of rape; or any other 

physical injury arising from violence. (Current partner violence, Former partner violence, Non-

partner violence)  
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Physical violence  
means the intentional commission of acts of physical violence against another person; bodily 

harm suffered as a result of the application of immediate and unlawful physical force; violent 

behaviour resulting in harm and fear. (Violence in childhood, Intimate partner violence, Current 

partner violence, Former partner violence, Non-partner violence, EU-GBV indicators) It is 

important to note that physical violence sometimes includes threatening. 

 

Psychological consequences  

Is a term that covers a wide range of consequences, such as depression, panic attacks, 

sleeping or eating disorders, problems with concentration or other psychological 

consequences of experienced violence. (Current partner violence, Former partner violence, 

Non-partner violence)  

 
Psychological violence  
is intentional behaviour that involves seriously impairing a person’s psychological integrity 

through coercion or threats. This type of violence includes a range of behaviours 

encompassing acts of emotional abuse and controlling behaviour. It has been expanded to 

include the notion of economic harm, which can be associated with psychological violence. 

(Current partner violence, Former partner violence) 

 

Rape  
refers to engaging in non-consensual sexual intercourse, which may include use of physical 

violence and/or putting the victim in a situation in which they cannot say no or comply out of 

fear. (Violence in childhood, Current partner violence, Former partner violence, Non-partner 

violence) 

 

Serious physical injuries, as consequences of violence,  
include broken bones or fractures; or head, internal or genital injuries, etc. They may require 

hospitalisation or surgery and usually have the potential to cause prolonged disability or death. 

(Current partner violence, Former partner violence, Non-partner violence)  

 

Serious physical force  
includes acts causing serious bodily injuries or intended to cause death. The term includes 

wounding, acid attacks, poisoning, and assault with a weapon. (Current partner violence, 

Former partner violence, Non-partner violence)  

 

Severity of violence  
is a multidimensional concept encompassing the nature of the acts, fear for life, seriousness 

of injuries, frequency, consequences, etc. (Current partner violence, Former partner violence, 

Non-partner violence)  

 

Sex  
is the combination of biological and physiological characteristics that define a person as either 

male or female. In cases where the biological sex of a person is not known, that information 
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may be replaced either by information from administrative data or by the person’s self-declared 

sex (collected through interviewing).  

 

Sexual harassment at work  
includes any form of unwanted verbal, non-verbal or physical conduct of a sexual nature, with 

the purpose or effect of violating the dignity of a person, particularly by creating an intimidating, 

hostile, degrading, humiliating or offensive work environment. 

 

Sexual violence by any non-partner  
refers to any sort of harmful or unwanted sexual behaviour that is imposed on someone, 

including rape, attempted rape and other sexual acts (e.g. intimate touching without consent, 

or use of force or coercion to obtain unwanted sexual acts or any sexual activity that a person 

finds degrading or humiliating, etc.). (Non-partner violence)  

 

Sexual violence in childhood  
refers to rape, unwanted touching of private parts, being forced/made to pose in front of a 

person or in front of camera or being forced/ made to touch someone’s private parts, where 

such abuse is experienced before the age of 15. (Violence in childhood)  

 

Sexual violence in intimate relationships  
refers to any harmful or unwanted sexual behaviour that is imposed on a person, including 

rape, attempted rape and other sexual acts (i.e. use of force or coercion to obtain unwanted 

sexual acts or any sexual activity that a person finds degrading or humiliating, etc.). (Current 

partner violence, Former partner violence)  

 

Shelters  
are institutions providing accommodation for victims of violence. (Support services, Current 

partner violence, Former partner violence, Non-partner violence) 

 

Threatening in sexual harassment at work  
means explicitly or implicitly threatening consequences for a person’s employment (hire, job 

security, pay, receipt of benefits, status, etc.) if they reject sexual proposals or advances from 

a person with whom they have or have had a professional relationship.  

 

Threatening perpetrated by an intimate partner  
can take many forms and can therefore be classed under several types of violence. For 

instance, an intimate partner can threaten to hurt someone close to the respondent (a ‘close 

person’), take their children, or harm themselves (psychological violence). Intentionally 

menacing an intimate partner with injury, psychological trauma, or material loss by verbal 

means is considered to be threatening. However, if a perpetrator threatens to use a knife, a 

gun, acid or some other weapon against another person, this is an example of physical 

violence. Lastly, a perpetrator can also use threaten a victim in the context of sexual violence, 

making that person unable to say no, so that they give in to unwanted sexual advances out of 

fear.  
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Threatening perpetrated by a non-partner, like similar behaviour by an intimate partner  
can take many forms. Intentionally putting someone in fear of injury, psychological trauma or 

material loss through verbal menaces is considered threatening. However, if a perpetrator 

threatens to use a knife, a gun, acid or any similar weapon against another person, this is an 

instance of physical violence. Finally, a perpetrator can also threaten another person as part 

of sexual violence, making the victim unable to say no, so that they give in to unwanted sexual 

advances out of fear. 

 

Threatening as part of stalking  
covers repeated threatening phone calls that cause fear, alarm or distress to a person.  

 
Threatening as part of general victimisation  
may be part of a robbery or an attempted robbery, where a perpetrator uses threats to steal 

something of value from a victim. 

 

An Undefined perpetrator  
is a person whose sex the respondent was unable or unwilling to reveal, the same applying to 

the nature of the relationship between perpetrator and respondent. (Sexual harassment at 

work, Stalking, Violence in childhood, Non-partner violence)  

 

A victim (survivor)  
is a person who has experienced violence. While the terms victim and survivor are sometimes 

used interchangeably, victim is more often used in the legal and medical sectors, while survivor 

is the term of choice in the psychological and social support sectors, as it implies resilience.  

 

Violence (violent behaviour)  
is behaviour that can cause physical or emotional harm to others, ranging from verbal and 

physical abuse to harming private property. 

 

A victim support service  
provides victims of crime with assistance that is confidential and usually free of charge. This 

service usually works in partnership with other organisations, and it is not a government agency 

or part of the police force. This means that victims are not obliged to report a crime to get this 

kind of help. (Sexual harassment at work, Stalking, Violence in childhood, Current partner 

violence, Former partner violence, Non-partner violence) 
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Annex 2 
GBV statistics. Some remarks 
To support Member States in reporting on intimate partner violence under the Victims’ Rights 
Directive and the Istanbul Convention, EIGE has developed 13 indicators based on uniform 
statistical definitions. These relate to administrative data from the police and justice sectors. 
By populating the indicators Member States will be able to meet the minimum requirements 
for data provision outlined in the Victims’ Rights Directive and the Istanbul Convention. 
The Survey was carried out in 2018 highlights the lack of information at European level. It 
also identifies the existence of proxies in national statistics to facilitate the implementation of 
common databases between EU countries On these indicators EIGE provides 
recommendations for their implementation for each individual Member Country, which we 
report here 
The following indicators suggested by Eige concern two different Competent Authorities: 
Police and Justice 
They are: 
Competent Authority - Police 
1. Annual number of women (aged 18 and over) victims of intimate partner violence 

committed by men (aged 18 and over), as recorded by police 
2. Annual number of reported offences related to intimate partner violence against women 

committed by men (aged 18 and over) 
3. Annual number of men (aged 18 and over) perpetrators of intimate partner violence 

against women (and percentage of male population that are perpetrators) 
4. Annual number of women (aged 18 and over) victims of physical intimate partner violence 

committed by men (aged 18 and over), as recorded by police 
5. Annual number of women (aged 18 and over) victims of psychological intimate partner 

violence committed by men (aged 18 and over), as recorded by police 
6. Annual number of women (aged 18 and over) victims of sexual intimate partner violence 

committed by men (aged 18 and over), as recorded by police 
7. Annual number of women (aged 18 and over) victims of economic intimate partner 

violence committed by men (aged 18 and over), as recorded by police 
8. Annual number of women (aged 18 and over) victims reporting rape committed by men 

(aged 18 and over), as recorded by police 
9. Women victims of intimate feminicide (aged 18 and over) committed by a male intimate 

partner (aged 18 and over), as a share of the women victims of homicide (aged 18 and 
over) 

Competent Authority - Justice 
10. Annual number of protection orders applied for and granted in cases of intimate partner 

violence against women by type of courts Justice 
11. Annual number of men (aged 18 and over) prosecuted for intimate partner violence against 

women 
12. Annual number of men (aged 18 and over) sentenced for intimate partner violence against 

women 
13. Annual number of men (aged 18 and over) sentenced for intimate partner violence against 

women held in prison or with a sanction involving a form of deprivation of liberty 
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For each indicator Tables below show the position of the Countries participating in the MAP 
project13 

Competent Authority - Justice 

Indicator Corresponding data  
available 

Proxy data  
available 

No data  
available 

1. Annual number of women (aged 18 
and over) victims of intimate partner 
violence committed by men (aged 18 
and over), as recorded by police  

CZ, DE, FR, LV, LT, 
HU, RO, SK, FI, UK-
SC  

EL, HR, IT, CY, 
LU, MT, AT, 
PL, PT, SI, SE, 
UK-NI  

BE, BG, DK, EE, IE, 
ES (37), NL, UK-EW  

2. Number of reported offences related 
to intimate partner violence against 
women committed by men (aged 18 
and over)  

CZ, DE, ES, HR, LV, 
LT, HU, SK, FI, UK-
SC  

FR, LU, MT, 
AT, PT, RO, SI, 
SE, UK-NI  

BE, BG, DK, EE, IE, 
EL, IT, CY, NL, PL, 
UK-EW  

3. Number of men (aged 18 and over) 
perpetrators of intimate partner 
violence against women (and 
percentage of male population that are 
perpetrators)  

CZ, DE, FR, LV, HU, 
SK, FI  

HR, IT, LU, MT, 
AT, PT, RO, SI, 
SE, UK (NI, 
SC)  

BE, BG, DK, EE, IE, 
EL, ES, CY, LT, NL, 
PL, UK-EW 

4. Annual number of women (aged 18 
and over) victims of physical intimate 
partner violence committed by men 
(aged 18 and over), as recorded by 
police  

CZ, DE, HR, LV, LT, 
HU, RO, SK, FI, SE  

FR, LU, MT, 
AT, PT, UK-NI  

BE, BG, DK, EE, IE, 
EL, ES, IT, CY, NL, 
PL, SI, UK (EW, SC)  

5. Annual number of women (aged 18 
and over) victims of psychological 
intimate partner violence committed by 
men (aged 18 and over), as recorded 
by police  

CZ, DE, HR, LV, LT, 
HU, RO, SK, FI  

FR, LU, MT, 
AT, PT  

BE, BG, DK, EE, IE, 
EL, ES, IT, CY, NL, 
PL, SI, SE, UK (EW, 
NI, SC)  

6. Annual number of women (aged 18 
and over) victims of sexual intimate 
partner violence committed by men 
(aged 18 and over), as recorded by 
police  

CZ, DE, FR, HR, LV, 
LT, HU, RO, SI, SK, 
FI  

LU, AT, PT  

BE, BG, DK, EE, IE, 
EL, ES, IT, CY, MT, 
NL, PL, SE, UK (EW, 
NI, SC)  

7. Annual number of women (aged 18 
and over) victims of economic intimate 
partner violence committed by men 
(aged 18 and over), as recorded by 
police  

DE, HU, SK  LU, PT, UK-NI  

BE, CZ, DK, EE, IE, 
EL, ES, FR, HR, IT, 
CY, LV, LT, MT, NL, 
AT, PL, RO, SI, SE, 
UK (EW, SC)  

8. Annual number of women (aged 18 
and over) victims reporting rape 
committed by men (aged 18 and over), 
as recorded by police 

BG, CZ, DK, DE, EE, 
IE, EL, ES, FR, HR, 
CY, LV, LT, LU, MT, 
AT, PL, PT, RO, SI, 
SK, FI, SE, UK (EW, 
NI, SC) 

 BE, IT, HU, NL  

9. Women victims of intimate femicide 
(aged 18 and over) committed by a 
male intimate partner (aged 18 and 
over), as a share of the women victims 
of homicide aged 18 and over  

CZ, DE, EE, ES, FR, 
HR, IT, LV, LT HU, 
MT, PT, RO, SI, SK, 
FI, UK (EW, NI, SC)  

EL, LU, NL, AT  BE, BG, DK, IE, CY, 
PL, SE  

 
13 The data date back to 2017. It is likely that some information systems, have been modified in recent years in the 
direction of improving findability.  Greece for instance, in the Second Annual Report on Violence Against Women 
of 2021, used a statistic fully consistent with the EIGE indications providing information on all 13 indicators. Italy is 
also moving in this direction. See ISTAT 2022 
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Competent Authority - Police 

Indicators 
Corresponding 

data  
available 

Proxy data  
available 

No data  
available 

10. Number of protection orders applied 
for and granted in cases of intimate 
partner violence against women by type 
of courts  

CZ, EE, ES, LU, 
HU, PT  DE, HR, RO, FI  

BE, BG, DK, IE, EL, 
FR, IT, CY, LV, LT, MT, 
NL, AT, PL, SI, SK, SE, 
UK (EW, NI, SC)  

11. Number of men (aged 18 and over) 
prosecuted for intimate partner violence 
against women  

CZ, ES, HR, HU  
EL, IT, AT, PT, 
SI, SE, UK (EW, 
SC)  

BE, BG, DK, DE, EE, 
IE, FR, CY, LV, LT, LU, 
MT, NL, PL, RO, SK, 
FI, UK-NI  

12. Number of men (aged 18 and over) 
sentenced for intimate partner violence 
against women  

CZ, ES, SK  EL, HR, IT, AT, 
SI, UK-SC  

BE, BG, DK, DE, EE, 
IE, FR, CY, LV, LT, LU, 
HU, MT, NL, PL, PT, 
RO, FI, SE, UK (EW, 
NI)  

13. Number of men (aged 18 and over) 
held with a final sentencing decision for 
intimate partner violence against women  

ES, SK  EL, HR, IT, UK-
SC  

BE, BG, CZ, DK, DE, 
EE, IE, FR, CY, LV, LT, 
LU, HU, MT, NL, AT, 
PL, PT, RO, SI, FI, SE, 
UK (EW, NI)  

Source: European Institute for Gender Equality (EIGE) (2018a), Indicators on intimate partner violence and rape 
for the police and justice sectors, Publications Office of the European Union, Luxembourg.  
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Key recommendations for improving data collection on 
intimate partner violence 

BULGARIA 
Introduce the definition of intimate partner violence as a non-private criminal 
offence  
There is a need to adopt a clear, regulatory framework for the collection of 

administrative data on violence against women. To facilitate this, domestic violence — 

and specifically intimate partner violence — should be distinctly criminalised in the 

Criminal Code. This will allow accurate statistical data to be obtained. Currently, Article 

4 of the Criminal Code distinguishes between bodily injuries for public prosecution and 

those for private prosecution. ‘Medium’ and ‘light’ injuries between spouses comprise 

private crimes and thus the victim is required to make the complaint. It is recommended 

that intimate partner violence is recognised as a stand-alone, non-private criminal 

offence that is criminalised in the Criminal Code. This will enable state prosecutions 

for all intimate partner violence offences which do not require the victim to make a 

complaint.  

Ratify the Istanbul Convention  
Bulgaria signed the Istanbul Convention in 2016; it is recommended that it now be 

ratified. This would oblige Bulgaria to meet minimum data collection requirements and 

enable EU data comparison on intimate partner violence. Having comparable data as 

a result of ratifying the convention would assist policymakers and practitioners in their 

efforts to counter intimate partner violence.  

Improve recording of data in judiciary  
Information on the relationship between the victim and the perpetrator is collected at 

police level, though this is not done at judicial level. At judicial level, information 

recorded under specific crimes in the Criminal Code are not sex disaggregated and do 

not reveal the relationship between the victim and the perpetrator. It is recommended 

that criminal offences recorded at judicial level include information on the sex of the 

victim and the perpetrator and on their relationship. This would enable more accurate 

information on intimate partner violence to be recorded and allow for easier 

cooperation with the police sector due to shared breakdowns of data.  

Ensure all information is submitted at police level  
At present, police officials fill in two forms for RIPS: one on the offence and one on the 

victim. As this data is submitted on paper and there is no means of ensuring that all 

information required is filled in, it is recommended that it be made mandatory that all 

information be filled out on both the victim and the crime at this stage.  
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Synchronise existing databases  
The police and justice sectors use separate databases for data collection and employ 

different methodologies. It is recommended that all institutions involved in the process 

of administrative data collection of all criminal offences synchronise their existing 

databases and adopt a collective methodology for the purposes of improving the 

gathering and sharing of standardised data on intimate partner violence.  

Publish data on victims of crime  
The National Statistical Institute publishes annual data on convicted persons that is 

disaggregated by sex, age and the type of crime committed on its website. However, 

no official statistics are published on the victims of crime. It is recommended that the 

National Statistical Institute undertake the necessary measures to publish statistics 

that include information on the victims of crime disaggregated by sex. 

GREECE 
Amend existing legislation and legal definitions 
The current legal definition of domestic violence includes former partners but not 

violence between non-cohabiting people. 

Psychological and economic violence is not recognised within it. It is recommended to 

enlarge the definitional scope of domestic violence under current domestic legislation 

to include relationships where partners do not cohabit and to recognise psychological 

and economic violence as components of intimate partner violence. This renewed 

definition would be in line with the intimate partner violence definition outlined in the 

Istanbul Convention. 

Develop a legal and policy framework 
Developing a legal and policy framework would support the harmonisation and 

collaboration of data collection across institutions and sectors and galvanise policies 

that aim to improve the quality of data collected on intimate partner violence. It is 

recommended that such a framework be adopted. It should include guidelines for data 

collection processes by relevant bodies to establish the scope of data collection, 

specific variables and a methodology for compiling data. 

Improve recording at police and justice levels 
At present, the justice sector collects data on perpetrators, though not victims. Police 

data does include information on victims, but does not disaggregate by age. To 

improve their data recording practices, it is recommended that the justice sector 

include information on the sex of the victim and that the police include the victim’s date 

of birth or age group, both through mandatory variables. 

Systematically record relationship information 
Information on the relationship between the victim and perpetrator is necessary to 

gather accurate data. Currently, information on this relationship is not recorded at 

either police or justice level. It is recommended that necessary changes be made to 
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data recording systems to ensure that recording relationship information is mandatory 

at all levels of the criminal process. 

Standardise data recording systems 
At present, several bodies are responsible for collecting different data in the judiciary. 

Additionally, the police and justice sectors use different databases, which 

compromises the potential for data harmonisation. It is recommended to implement a 

unified system of recording data on intimate partner violence in the justice sector, and 

to standardise electronic data recording systems throughout. It is recommended that 

steps be taken to homogenise the data recording systems used by both sectors. 

Extend the mandate of the Observatory of the General Secretariat for Gender 
Equality 
A body responsible for the compilation and dissemination of intimate partner violence 

data would improve data harmonisation at the national level and promote good 

practices. In the absence of such a body, it is recommended that the Observatory of 

the General Secretariat for Gender Equality extend its mandate and take on the role 

of coordinating authority. It is recommended to develop a protocol of cooperation 

between all stakeholders to define all steps, actions and responsibilities on data 

collection. 

Publish comprehensive data 
The publication of comprehensive data on intimate partner violence is useful to 

understand intimate partner violence prevalence. At present, data collected by the 

police on victims is only available on request and published police reports do not 

provide enough information on specific incidents. The relationship between the victim 

and perpetrator is not specified, nor the age of the victim. It is recommended that data 

published by the police contain more comprehensive and detailed information 

regarding the victim and the relationship between the victim and the perpetrator. 

ITALY 

Adopt a statistical or legal definition of intimate partner violence  
There is no specific statistical or legal definition of intimate partner violence. The latter 

is embedded within the definition of domestic violence. This makes it difficult to 

distinguish the cases of intimate partner violence from other cases of violence against 

women perpetrated within the family.  

It is recommended that a statistical or legal definition of intimate partner violence be 

adopted, on the basis of which comparable and reliable data can be collected. The 

relationship between the victim and the perpetrator should be incorporated into the 

definition in order to include (at a minimum) current and former spouses and current 

and former partners, with or without cohabitation.  
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Ensure the recording of information on the relationship between the victim and 
the perpetrator  
Information on the relationship between the victim and the perpetrator is recorded for 

statistical purposes only for the crimes of homicide and stalking. Police officers collect 

information on victims and the relationship between victim and perpetrator; however it 

is not statistically processed as it is not used for the purposes of proceedings.  

It is recommended that both the police and justice sectors should be obliged to record 

information on the victim–perpetrator relationship for statistical purposes. This 

information should be included in the central database and thus be available for 

analytical purposes.  

Improve integration of the data collection across the police and justice services  
Currently data collection varies between different sectors, which undermine data 

comparability.  

It is recommended that all administrations cooperate on agreeing definitions and 

commit to adopting a uniform system of data collection. Some steps towards a uniform 

approach have been taken, such as the organisation of awareness-raising events on 

data collection on violence against women at national and international level. However, 

an integrated centralised database is of the utmost importance. The next step should 

thus ensure the creation and effective functioning of the central database on gender-

based violence as set out in the 2015 extraordinary action plan on sexual and gender-

based violence. 

SLOVENIA  

Introduce the definition of intimate partner violence  
The definition of domestic violence covers a range of criminal offences within the 

context of broad inter-familial relationships. It is recommended that the definition of 

intimate partner violence be introduced as a specific offence in domestic legislation 

based on the Victims’ Rights Directive and the Istanbul Convention, which Slovenia 

ratified in 2015.  

Account for different types of intimate partner violence in legislation  
Domestic violence is defined in the Domestic Violence Prevention Act and the Criminal 

Code (Article 191 KZ-1). The act differentiates physical, psychological, sexual and 

economic violence. The Criminal Code does not specify all the different types, which 

limits the data availability. It is recommended that intimate partner violence (and all 

types of domestic violence) be included in the Criminal Code to strengthen the quality 

of data collected on intimate partner violence.  

Record relationship information  
In the police and justice sectors, the relationship between the victim and the perpetrator 

is not currently recorded. The inclusion of this information in administrative data 

collection across sectors would improve the quality of information on national intimate 
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partner violence prevalence. It is recommended that the police and judiciary include 

mandatory information about the relationship between the victim and the perpetrator 

in criminal offences that include intimate partner violence (based on articles within the 

Criminal Code — namely, domestic violence, sexual violence, bodily harm and threat).  

Develop coordinated data infrastructure  
At present, different institutions maintain separate databases which are not linked. 

Data can be shared between institutions upon request; however, there is no 

coordinated and comprehensive administrative data collection system that makes this 

collation immediate. It is recommended that different stakeholders — the police sector, 

the justice sector, the Ministry of Labour, Family, Social Affairs and Equal 

Opportunities, and the Centre for Social Work — cooperate in order to strengthen their 

common data infrastructure and harmonise administrative data collection.  

 
 
Source - European Institute for Gender Equality (EIGE) (2018b), Data collection on intimate partner violence by the 
police and justice sectors, Bulgaria, Publications Office of the European Union, Luxembourg. See also EIGE (2018 
c,d,e) 
Eurostat (2021) Eurostat (2021, Methodological manual for the EU survey on gender-based violence against 
women and other forms of inter-personal violence (EU-GBV), Luxembourg 
See also Annex 1  
 
 
 
 
 


